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The Psychiatric Ward Administrator 


Richard D. Chessick, M.D., Edward M. Wasserman, M.D., 
Mary Huels, R.N., and Francis J. Gerty, M.D. 


Department of Psychiatry, University of Illinois, Chicago 


MONG THE FACTORS affecting treatment of patients 
A in a mental hospital is something termed “ward 
atmosphere.” A beneficial atmosphere does not ordi- 
narily result from accidental or fortunate circumstances. 
It is the result of deliberate policy making and admin- 
istrative decisions. It is implemented through an eftec- 
tive but unobtrusive design of administration involving 
all members of the staff and particularly the designated 
administrators and therapists. This paper is concerned 
chiefly with a study of the role of the ward administrator 
on the therapeutic team. 

In staff meetings at the University of Illinois the ques- 
tion of the definition of this role came up many times 
for discussion. The resident assigned to be ward*admin- 
istrator ordinarily acted as a liaison agent—he tried to 
keep the ward functioning smoothly and therapeutically 
by means of meetings with the patients, discussions with 
nurses and aides, and continuous review of ward policies. 
Occasionally he would be called upon by a psychothera- 
pist to deal more directly with a patient; for example, 
one who typically “acted out” conflicts rather than talk- 
ing about them might be clinically managed by the ward 
administrator, while the psychotherapist continued in 
his efforts to help the patient gain insight into his diffi- 
culties. This splitting of roles worked well at times and 
some residents wondered if the ward administrator should 
not always be given complete charge of the “other 23 
hours” of the patients’ daily life in the hospital. Sig- 
nificantly, no author, to our knowledge, feels that the 
psychotherapist should always be the one to make ad- 
ministrative decisions. 


Hospitals Report Division of Roles Successful 


At hospitals where the division of roles has been 
made, it has reportedly worked out with success. For 
example, transference and counter-transference problems 
are said to be simplified. A properly timed decision by 


the ward administrator can greatly speed the process 
of psychotherapy. The opposite is also true; a poorly 
timed remark by the ward administrator can impede 
psychotherapy. Good communication and team work is 
essential, since any serious disagreement between the 
ward administrator and psychotherapist may be reflected 
by increased patient tension and acting out, especially 
if the disagreement is covert. 

We decided that the value of a routine division of 
roles should be tested on our open ward. For a three 
month period, the ward administrator was to make all 
decisions regarding the daily living of approximately 
one-third (six to eight) of the patients residing on this 
ward. The individual psychotherapist was to make ad- 
ministrative decisions about the daily life of the remain- 
ing patients. In the former group, everything which did 
not come under the heading of formal psychotherapy 
became the responsibility of the ward administrator. 
He did the initial brief examination of the patient from 
both a physical and a psychological standpoint, in order 
to make certain necessary decisions before he could ob- 
tain meaningful advice from the psychotherapist. Orders 
were written tentatively and appropriate tests and psycho- 
logical examinations were initiated. The ward admin- 
istrator had practically unlimited authority to write 
orders for medication, new tests and procedures, requests 
for consultations from other services, special attitudes 
toward the patient on the part of the personnel, freedom 
and privileges the patient would be allowed, including 
discharge, as well as orders regarding passes and visits 
from relatives. 

Obviously, the ward administrator had to supervise 
the care of the patients in the test group more closely 
than he did the other patients. This was accomplished 
through the media of ward rounds, more careful reading 
of behavior notes, and daily discussions with ward per- 
sonnei. Only informal discussions with the psychothera- 
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pists took place, a weak point in our test. During the 
rather short three month period, anecdotal case material 
was collected from those concerned with the project. 
A general staff meeting was devoted to reporting on this 
material and to obtaining opinions from participants in 
the project. 

Participants Discuss Pros and Cons 

The resident who took part in the project as ward 
administrator, one of the authors (E.W.), was satisfied 
that the new arrangement was valuable, because oppor- 
tunities arose for understanding interpersonal interac- 
tions in the ward setting which had not previously 
presented themselves so vividly. The amount of work 
involved was increased and he had to be quickly avail- 
able to a larger group of patients. There were also some 
complications in the relationships between patients for 
whom he acted as administrator and the other patients 
for whom he was the psychotherapist. 

The charge nurse on the ward, one of the authors 
(M.A.H.), became aware of certain differences in be- 
havior between the two groups of patients in the test. 
She gained the impression, for example, that the patients 
in the test group knew by repeated experience that their 
requests would be evaluated rapidly, since the ward 
administrator could almost always be reached. There 
was not the constant asking, “Would you get in touch 
with my doctor?” as happened frequently with patients 
not so handled. In the test group this type of anxiows 
demandingness was used less often by patients to get at- 
tention and express hostility. 

Another difference was the willingness of the patients, 
in the test group to give requests in detail to the charge 
nurse. She could then pass them to the ward adminis- 
trator, who could often deal with them without seeing 
the patient. In contrast, the other patients would ask 
for their doctor with no further explanation. This 
necessitated a delay in decision making; the therapist 
could not always see the patient immediately. 

Because the individual psychotherapists spent less 
actual time in the nursing station, less informal com- 
munication went on between them and the ward per- 
sonnel. This, in the opinion of the charge nurse, was 
a definite drawback to the split in roles. An interesting 
parallel was noted here to the outpatient situation, where 
relatives, like ward personnel that live with and develop 
feelings about the patient, desire a chance to interact 
directly with the psychotherapist. 

The six residents in the role of psychotherapist differed 
widely in their reactions to the study. Some felt strongly 
that the split in roles had been useful in speeding the 
progress of the patient. Others felt just as strongly that 
the patients had been hopelessly confused by having 
two physicians. Although various factors for or against 
the new arrangement were brought up by different thera- 
pists, over-all opinion seemed about equally divided. 
Much more feeling was expressed, we felt, than was 
warranted by the realities of what had taken place during 
the observation period. It would be very difficult to 
determine whether the feelings resulted from the test 
or from previously held views. Thinking about this 
situation stimulated us to review the literature and to 


try for ourselves a more comprehensive approach to the 
subject. 

Previous studies of the ward atmosphere have been 
either reports of an experienced administrator talking 
about his own institution, observations of non-partic- 
pants in the therapeutic process, uninvited inspection 
or combined disciplines studying one hospital intensively, 
We could find no report covering various types of insti- 
tutions on the basis of answers to frank questioning of 
participants regarding ward administrative process and 
the management of typical case situations. 

New Psychiatrists Interviewed 

We decided to interview physicians who had recently 
been trained and some still in training at several hospi- 
tals in our area, asking these physicians how certain case 
situations that arose during our test would have been 
managed at their hospitals. Material gathered from the 
interviews was taken to a high echelon administrator at 
the same hospital and checked for accuracy and agree- 
ment. The table on page 10 summarizes the types of 
hospitals studied, and the manner in which ward ad- 
ministration and psychotherapy are handled. 

From the interviews at the hospitals listed on the 
table we learned a great deal about how variable 
can be even the hypothetical management of case situa- 
tions involving both a ward administrator and a psycho- 
therapist. The ward administrator was rarely mentioned 
as a potentially helpful figure. At best, he was seen as 
the silent partner in the task of mobilizing withdrawn 
patients into activity. Typically he instructed nurses 
and aides what to do but infrequently approached the 
patients in person. In the private hospitals studied he 
rarely wrote orders on the patients’ charts, nor did he 
often take responsibilities for decisions regarding an 
individual patient. He tended to deal summarily with a 
given situation, referring the patient back to the psycho- 
therapist (“your doctor’). In the larger hospitals, where 
treatment was predominantly custodial and administra- 
tive, he took more responsibility but made fewer con- 
sidered decisions because he was very short of time. 


Actually, quite a few standard techniques were used 
by the ward administrator in order to avoid spending 
long periods of time listening to or thinking about 
patients. These “substitutes for listening’ were used 
without hesitation and included restraints, hydrotherapy, 
drugs, demotion to a more regressed or unpleasant ward, 
managing the patient on the basis of his “reputation,” 
simply ignoring the patient, and so on. The obvious 
need for these techniques was dictated by the high num- 
ber of patients for which the ward administrator had 
responsibility. The greater this number, the more these 
techniques were employed and of course they had a 
tremendous effect on the individual patients. For ex- 
ample, we learned that the amount of “buck passing” 
was in general inversely proportional to the amount of 
time the ward administrator had for his work and 
directly proportional to the number of patients he had 
to manage. We found a close inverse relationship be- 
tween the time he spent listening to patients and the 
use made of various tranquilizing pills. This supports 
the findings of Kartus and Schlessinger, who suggested 
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that mutual acting out instead of examination of pain- 
ful basic issues commonly results from the use of sed- 
atives in a hospital ward. 

The ward administrators paid little attention to the 
psychotherapeutic aspects of organic problems; nor was 
there anything in the way of a formal structure to insure 
a free flow of communications between aides, nurses, 
and doctors or between therapists and administrators. 
Covert communication often took place, in which an 
old or trusted employee bypassed regular channels and 
reached the ear of top officials who favored him. 

The ward administrator rarely took part in psycho- 
therapy with any of the patients. There was little 
attention or interest paid to the relative roles of the ward 
administrator and the psychotherapist in the treatment 
of the patients, and these roles seem to evolve along 
the lines of least resistance in terms of comfort for the 
staff. 

Most of the books on administration of a psychiatric 
hospital have been written with the problems of the 
large public institution in mind, rather than those of 
the individual ward. They are more helpful to the 
mental hospital planner and superintendent than to 
the ward administrator. Some of the areas of study 
have been communication and its breakdown, lines of 
authority, social status and mobility, definition of job 
role, structural and procedural uniformities, ability of 
the organization to deal with the unpredictable, and 
methods by which the therapeutic potential of personnel 
might be developed. 

Writers who, on the other hand, have gathered their 
material at smaller hospitals are impressed with ditter- 
ent facts and often come to different sorts of conclusions. 
Their studies tend to focus more on the interpersonal 
problems inherent in dealing with patients as an ad- 
ministrator. Stanton and Schwartz utilize in their studies 
the combined methodologies of sociology and psychiatry. 
The main advantage of this combination of disciplines 
is the elimination of blind spots occasioned by differences 
in the interests, training, or orientation of the observers. 
The setting studied, Chestnut Lodge, is a hospital where 
the main form of treatment is intensive psychotherapy. 
These studies point out how administrative processes 
influence staff and patients, and have therapeutic on 
non-therapeutic consequences for the patient population. 


Role-Splitting Mentioned Often in Literature 


The technique of role-splitting between psychothera- 
pist and ward administrator has certainly been men- 
tioned frequently in psychiatric literature during the 
last ten years, especially in the writings about smaller 
hospitals. We wonder, then, why this knowledge has 
not been more widely assimilated into the therapeutic 
armamentarium of hospital psychiatry. Certainly there 
are realistic reasons such as fear of medical, ethical and 
legal complications, disinterest in ward administration, 
and misapprehension about the amount of time neces- 
sary for such a program. 

Perhaps there are also deeper reasons why this tech- 
nique was not thought of more frequently among the 
doctors we interviewed. On our wards, we. noted that 
the psychotherapists involved in the test were often 


covertly resistant to the idea of a more authoritative ward 
administrator. Several factors were believed to account 
for this. The less the experience of the therapist, the 
greater his possessiveness about patients and the greater 
his enthusiastic interest in psychodynamics. These two 
factors led to a desire to work everything out in therapy 
with the patient. As positive counter transference built 
up between the therapist and the patient, there was even 
less inclination on the part of the therapist to encourage 
the patient to follow the rules. When the individual 
therapist took up a difficult and emotionally charged 
ward interaction problem with his patient, there often 
seemed to be a breakdown or lessening of the relation- 
ship between therapist and patient. Therapists were 
therefore reluctant to take up such problems with the 
patient. It was found highly desirable to have a ward 
administrator who could maintain compliance to ward 
regulations. 


Role of Hospital Administrator Depreciated 


Kartus and Schlessinger feel that the role of the hos- 
pital administrator is depreciated at the present time 
because the general course of training for psychiatrists 
leads out of the ward setting to the treatment of less dis- 
turbed, psychotherapeutically more hopeful patients. 
The hospital administrator finds himself in a dilemma; 
while he tries to be non-gratifying to a patient's infantile 
wishes, he does have authority over the patient, does 
grant or deny the patient’s wishes, and is therefore sup- 
posed to do something tangible for the patient. This 
division in self-concept may lead to acting out by the 
administrator, and also by the patient. These authors 
feel that since there are fewer ground rules for the ward 
administrator to follow, even more understanding of the 
patient is necessary than in a structured therapeutic in- 
terview. An administrative decision regarding a patient 
has a long and far-reaching effect on his therapy. 
Through the administrator, the goals and consistency of 
therapy must trickle down for that 98 per cent of the 
patient’s time when he is not with his individual thera- 
pist. Our project made us more aware of the great 
effect of social processes while the patient is on the ward. 
Ward interaction involves everybody, and patients act 
out, become psychotic, regress, restitute, and run away, 
in many cases directly as a result of the ward interaction. 

Adland points out that strong negative or positive 
transferences may be projected onto the hospital ward 
administrator and may drain off some of the excess ten- 
sion which otherwise would have been aimed at the 
therapist. Our case material indicates numerous com- 
plicated ways in which patients relate to an authoritative 
ward administrator. Some withdraw, some insist on 
seeing him as the medical or “doing” doctor, and many 
dlisplay a fascinating variety of changing emotions to- 
wards him. Requests for advice, sympathy, clinging, and 
hostility can be studied both as manifestations of the 
patient’s personality and as displacement from the trans- 
ference toward the therapist. 

We feel that the question of whether or not there 
should be a strong ward administrator as a general policy 
depends on the hospital. In some hospitals he is a definite 
asset. This is especially so in analyticlly oriented hos- 
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pitals where there is intensive therapy—where relation- 
ships tend to build up between patient and therapist that 
would interfere with the therapist's objectivity about 
administrative matters. There are some factors which 
indicate that a strong administrator would be good in all 
hospitals, e.g., this system opens lines of communication, 
tends to emphasize the need for good therapeutic milieu, 
and alleviates the task of the psychotherapist who other- 
wise has to deal with the practical problems of the pa- 
tient’s complete living in only two per cent of the patient's 
time. 


Ward Atmosphere Needs Explicit Attention 


We gained the impression that it is very difficult to 
change the amount of authority vested in a ward admin- 
istrator in a given hospital situation. If explicit atten- 
tion is not paid to ward administrative policy, the evo- 
lution of policy seems to take place along the lines of 
least resistance, without specific attention being paid 
to the creation of a therapeutic atmosphere or to the 
satisfaction of patients’ needs. This impression is em- 
phasized by the study of the amount of listening time 
put in by the administrator or “substitutes for listening” 
used by him. Not only was the path of least resistance 
taken in many cases, but the administrative techniques 
were designed for the benefit of the staff, even though 
they were distinctly against the interest of the patient. 

Administrative decisions are facilitated when the ad- 
ministrator keeps close check on what is happening. HiS 
unconscious attitudes may play a role here; if he is a 
manipulating individual, his tendency may be to “pass 
the buck,” whereas if he is seeking power he might show 
the opposite tendency, taking all the responsibility on 


ward atmosphere is best concentrated in the hands of one 
or a few people, so that explicit attention will be paid 
to it. 

In conclusion, the ward administrator figures predomi- 
nantly in the interaction between many patients, and in 
many processes involving psychotherapists and patients. 
A study of this, as well as of ways in which the patients 
relate to the ward administrator, gives additional under- 
standing of the patients. An authoritative ward admin- 
istrator helps the nursing staff by rapid handling of prob- 
lems, and the opening up of nurse—doctor communica- 
tion. Therapists are helped when they do not wish to 
become identified with authoritarian roles or make deci- 
sions about the patients’ living. Hostility about such 
decisions and about reprimands for infractions of rules 
can be absorbed better by the ward administrator. Pa- 
tients are helped by the increased comfort of the staff 
and more explicit attention to the creation of a thera- 
peutic milieu on the ward. 

Some ward administration with specific responsibility 
for atmosphere seems mandatory for every mental hos- 
pital. This is because the “other 23 hours” can either 
support or directly oppose the therapeutic process. No 
general rules for administrative policy could be formu- 
lated since hospitals differ in function and physical set-up. 
However, the tendency to allow administrative policy to 
grow along the lines of least resistance or primarily for 
the benefit of the staff should be avoided, and the policy 
should be subject to continuous review. 

The bibliography used by these authors is available on 
request. Please send stamped addressed envelope to 
the A.P.A. Mental Hospital Service, 1700 18th St. N.W., 


himself. It is our opinion that the responsibility for the Washington 9, D. C. 
| 
WARD ADMINISTRATION SURVEY | 
Hospital Description Ward Administration Ward Psychotherapy 
A General Hospital Resident responsible for running Private psychiatrist or resident 
with psychiatric unit. ward; deals only with immediate _ pays daily visits to ward. 
Privately owned ward problems. Decisions dis- 
cussed with head of department 
as necessary. 
B Same as above, but noted for Same as above, but decisions Same as above. 
excellence of psychiatric unit. regularly supervised and backed 
up by staff man. 
e Primarily psychiatric Veterans Resident and staff physician Resident or staff physician 
Administration Hospital. manage ward; reviewed by serves as time permits. 
chief of service. 
D State Psychiatric Hospital. General staff physician, or staff Group therapy given by staft 
psychiatrist and resident run psychiatrist or resident. 
ward; reviewed by medical 
director and superintendent. 
E Privately owned psychiatric No specific ward administrator. Private psychiatrists 
sanitarium. give therapy. 
F Psychiatric screening center for Mainly legal-administrative. None, except occasionally 


commitment and referral. 
County hospital psychiatric unit. 


by resident. 
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to SIMPLE, resounding words on this month’s cover 
were chosen because they represent the editorial policy 
of MenTAL Hosprrats. Nowhere are freedom of expres- 
sion and the exploration of controversial issues more 
important than in a scientific journal. “Convictions are 
more dangerous enemies of truth than lies,” wrote Nietz- 
sche, and it is all too easy to be sensitive about one’s own 
sacred opinions! 

Freedom of the press and of scientific controversy is, 
of course, like any other human freedom, not absolute. 
It is bounded here mainly by the need to controvert only 
important issues of genuine significance. We will not 
waste our precious space knocking down straw men. But 
we will hope that all our readers will remember that as 
Messrs. Dolgoff and Sheffel (p. 24) say, “MENTAL Hos- 
PITALS is developing into a forum for exploring contro- 
versial issues.” 

Incidentally, some of you might be interested in know- 
ing how our cover designs are developed. We choose a 
quotation from among the many we collect. Then the 
staff of Mental Hospital Service, plus as many of the staff 
physicians as they can press into service, meet with the 
artist and “free associate’’ about the quotation. From this 
sometimes passionate group thinking, the cover design 
eventually evolves. I’ve christened the process “Rorschach 
in Reverse’’! 

Among ideas expressed in this issue, I am especiaiiy 
interested in those on ward administration presented by 
members of a ward team who have attempted a thought- 
ful evaluation (p. 7). Drs. Chessick, Wasserman and 
Gerty and Miss Huels offer some provocative suggestions. 

Dr. Zubowicz (p. 35) discusses some of the headaches 
which the administrator suffers when he is reorganizing, 
and offers some solutions. His remarks about apparently 
trivial reasons for resistance, and his comments about 
timing could lead to fruitful discussions. 


The article on statistics by Dr. Davidson (p. 39) fills 

areal need. How many of you file away valuable material 
to read some other time just because it’s too full of num- 
bers to be absorbed at one sitting? 
_ Dr. Vail’s paper (p. 17) on, “Education as Therapy” 
is worth serious consideration. Just because a patient is 
mentally ill, he has not necessarily lost his natural hun- 
ger for intellectual stimulation. I'd like to see more dis- 
cussion of such programs. 


QUOTES: “We still . . . ask the public to support 
drives for ‘mental health’ when what we are really after 
are funds for ‘mental illness’ . . . If our primary concern is 
the eradication of mental illness, why not be forthright 
in saying so... .” This interesting semantic hypocrisy 
was nailed by Dr. Stanley R. Dean during the A.P.A. 
Southern Divisional Meeting, when he formally estab- 
lished R.LS.E. (Research In Schizophrenia Endowment.) 
On March 25 last year $1,300,000 was specifically allo- 
cated for research into this disease by the Subcommittee 
on Health, Education and Welfare of the House Appro- 
priations Committee—a historic precedent which augurs 
well for the future. 

NOTES: Recently took a swing through my native 
New England and had the pleasure of spending time with 
a lot of interesting people, among them Dr. Malcolm 
Farrell, Superintendent of Fernald State School, and our 
new Consultant in mental deficiency. He has promised us 
some objets d’art made by the blind children at his 
hospital. Spent a morning at Yale with Dr. T. Glyne 
Williams, who told me about his plans for a school for 
mental hospital administrators (See News & Notes 
p. 46). He hopes that we may ultimately be able to seed 
the country with persons able to combine the resources 
of psychiatry and public health. Also spent time profit- 
ably with Dr. Francis Braceland at the Institute of Liv- 
ing, but unfortunately missed Dr. Wilfred Bloomberg, 
the Commissioner. Additional unfortunate misses in- 
cluded Dr. Jack Ewalt, Dr. Dana Farnsworth and Dr. 
Harry Solomon, all of whom were out of town. Had 
an interesting morning at the Ring Sanatorium with Dr. 
Benjamin Simon, who has promised us numerous vol- 
umes of historic interest for the A.P.A. library when 
we are able to start it. Enjoyed the recent visit to the 
Central Office by the Honorable Wesley D. Black, Pro- 
vincial Secretary of British Columbia, and Dr. A. E. 
Davidson, Director of Mental Health Services for B. C. 
Congratulations to my old state of California on Dr. 
Daniel Blain’s appointment as Director of Mental Hy- 
giene. Had a stimulating meeting in January with the 
Program Committee for the 11th Mental Hospital Insti- 
tute. Decided the sectional meetings on Oct. 19 will be 
included in the program. Plenary sessions begin Oct. 20. 
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An English Hospital 
For the Mentally Defective 


By FREDERICK E. KRATTER, M.D.* 


Senior Clinical Psychiatrist 
Letchworth Village, Thiells, New York 


EYBOURNE GRANGE COLONY, situated in the rural county 
L of Kent in southern England, is a well-planned state 
school and colony for the mentally defective, run by the 
South-Eastern Metropolitan Hospital Board of London. 
The Colony was opened in 1931 and accommodates some 
1450 persons, of whom about 425 are under 16 years old. 
Patients of all grades and ages are admitted except those 
with vicious, dangerous or criminal propensities. No fees 
are paid by the families, as all mental health services are 
included in the National Mental Health Service. 

The medical staff consists of a physician-superintend- 
ent and his deputy, both psychiatrists, who are responsi- 


ble for the administrative policy and routine of the* 


Colony. They are assisted by a staff of four other medical 
officers, who divide their duties equally on the male and 
female divisions, doing inspection rounds twice a day. 
Every patient is examined physically at least once a year 
and is given a psychological examination and _intelli- 
gence test once or twice a year. There are speech and 
therapy centers where the spastic child, in particular, is 
given every facility, training and attention. The senior 
medical officer is in charge of the hospital unit. He is 
assisted by one physician who takes his turn regularly 
on this service. 


Sexes Separated 


The 120-bed hospital unit has separate wings for male 
and female patients, each including an isolation suite for 
infectious diseases. There is also an annex building with 
a veranda for tuberculous patients. Several television and 
radio sets are installed about the area, most of them 
having been presented to patients by a local chapter of 
the British Association of Parents of Mentally Retarded 
Children. In the central administrative section of the 
hospital are well-equipped clinical departments where 
minor operative procedures can be undertaken. Dental, 
ear-nose-throat, skin, optical and chiropodist services are 
also provided. The hospital ward is brightly decorated 
and is equipped with folding glass partitions which can 
be used as doors or to adjust the size of the nursing sta- 
tions. Floors are covered with rubber and cork materials. 

In the rest of the Colony, the patients are classified 

* Formerly Lecturer in Mental Deficiency, Univ. of 
N. C., and Acting Supt., Caswell Training School, 
Kinston, N. C. 
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according to sex, age, general mental status and develop- 
ment, and are assigned to villas accommodating from 
42 to 58 occupants, or to cot and chair bungalows housing 
some 42 toddlers each. Each villa is a separate unit run 
by a nursing supervisor, those of the male division being 
run entirely by male nursing staff and attendants. Only 
when a male patient is sick and placed in the hospital 
unit does he come under the female staff. This experi- 
ment has been particularly satisfactory with high-grade 
boys who have in the past been deprived of motherly 
love and attention. 

Each villa contains a large common room for meals, 
another, equipped with radio and television, for recrea- 
tional activities, and two smaller rooms for those who 
wish to spend some time in quiet activities or play a game 
of billiards. All dayrooms are well lighted and brightly 
decorated, with cheerfully designed curtains and color- 
ful pictures. 

Although midday dinner, the day’s main meal, is 
cooked in a central kitchen and carried to the villas in 
special food-serving vans, each living unit is provided 
with a small kitchen in which breakfast, snacks and 
supper are prepared, and where plates can be warmed up. 

Each day a large party of workers goes out from the 
villas at 8 in the morning, the boys to gardening or gen- 
eral care of the estate, or to the bakery, shoemakers’, 
tailors’, upholsterers’, engineers’ shops, etc. The girls do 
domestic work outside the Colony on a daily trial basis 
or inside the Colony in the laundry, kitchen, sewing 
room, nurses’ home, or the various cot and chair and 
crippled children’s units. These mid-grade retarded work- 
ers are generally known as trainees. 


Children Under 16 Go To School 


For children under 16 years old there is a school under 
the direction of a qualified teacher with five assistants, 
some of whom are qualified to teach more than one 
subject. Several classes are held simultaneously. Boys and 
girls are instructed in separate class rooms except during 
music and rhythmic dancing, both of which are organized 
on a co-educational basis. 

Pupils are graded according to their native mental and 
manual capabilities, and no class has more than 18 chil- 
dren. Apart from the “three R’s,” instruction is given in 
sense training, based on the principles of Froebel, Seguin, 
Montessori and Pestalozzi; percussion instruments, rhyth- 
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mic dancing, singing and physio-recreational training 
are included. 

School hours are from 9:45 to 11:45 a.m. and from 
1:45 to 3:15 p.m. There are frequent breaks when the 
children are allowed to run and romp about the playing 
grounds and make use of the specially designed equip- 
ment, including slides, swings, seesaws and merry-go- 
rounds, all properly protected to avoid injury. 

Handicrafts taught in the Occupational Therapy 
Department include embroidery, sewing, rug-making, 
weaving, painting, etc. In a series of sheltered industrial 
shops mid-grade and high-grade boys are trained by 
qualified staff. They turn out all sorts of wooden toys, 
baskets, and other useful articles which are generally pur- 
chased by the parents and families; the surplus is bought 
by members of the staff. Some of the children’s clothing 
is made in special sewing rooms which are partially 
staffed by trainee girls. All the rugs made in the handi- 
craft rooms are used in the various units of the Colony 
and so are not for sale. 

Discipline in the Colony is maintained on the custom- 
ary system of deprivation of privileges. Those who prove 
persistently recalcitrant are denied participation in the 
various recreational activities such as movies, television 
shows, dances, boy or girl scout meetings, etc., and are 
given conduct slips for a one to four weeks’ period with 
a possible short period of remission for good conduct. Of 
those privileges, one of the most prized is that of attend- 
ing the weekly ballroom and square dances, held in the 
Colony’s recreation hall. Sometimes a music band is 
provided by members of the staff and at other times 
records are played. Weekly whist tournaments, annual 
fancy dress balls, a sports day and current motion pic- 
tures are all provided at the expense of the taxpayer. 
The boy and girl scout companies are led by members of 
the staff, who accompany the scouts on excursions to 
seaside camps, to circuses and on sight-seeing trips into 
the country. The boys are fond of playing cricket and 
football in season, the football team being affiliated with 
the Local Amateur Football Association; games are 
played against neighboring teams on the Colony’s own 
field or on other available local playing fields. The girls 
play field-hockey in summer and net ball in winter. 
Parents and friends may visit the patients on Sundays 
between 2 and 4 p.m. 


Parole May Be On or Off Grounds 


“Parole,” which is also a much-valued privilege, is of 
two kinds. Those who have progressed satisfactorily, both 
emotionally and in their training program, are allowed 
to go from their own villas to work in the shops or to 
walk on the grounds of the estate without being escorted 
by a member of the staff. (Others, morally unreliable or 
emotionally unstable, have to be escorted.) Those whose 
conduct and general behavior have been satisfactory over 
a considerable period of time, and who are in other re- 
spects suitable, are permitted periodic parole in groups 
of three or more outside the Colony’s grounds. They go 
shopping to the nearest village or even to Maidstone with 
or without the company of a qualified nurse. 

In favorable cases, after the lapse of varying periods of 
time (a minimum being about two years), an attempt is 


made to obtain suitable employment for those who are 
fully trained and rehabilitated. They are usually placed 
in some well-chosen family or in an institution such as a 
hospital, hostel, sanatorium, or inn where their work and 
services are very much appreciated. The girls do domestic 
work and the young men are employed as kitchen hands, 
porters, handymen, farm workers or semi- or unskilled 
laborers in workshops. Before any person is so placed, 
full particulars are obtained about the contemplated job 
and much consideration is given to the particular per- 
sonality and mental development of the pupil whom it 
is proposed to send. The Colony’s social worker carefully 
ascertains the moral standards of the future employer, 
for one often finds that sympathy and understanding are 
lacking. Persons thus placed are visited at three to six 
month intervals by the psychiatric social workers, and are 
encouraged to maintain contact with members of the 
Colony. 

The great advantage of this system of license, as it is 
called in England, is that the individual remains on the 
register of the Colony and in case of any serious difficulty 
can be brought back at once without the necessity of 
having to wait for the intervention of any legal authority. 

While the whole school is pervaded with an atmosphere 
of cheerful confidence and youthful happiness, its aim 
and purpose are to establish a social and rehabilitative 
program which will prevent the pupil from becoming 
institutionalized. The fundamental principle of training 
is to develop as far as possible the individuality, person- 
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ality and character of the patients and to encourage co- 
operation and team spirit by frequent personal contact. 
An atmosphere of confidence and hopefulness is main- 
tained throughout, so that the lower grades may be 
helped to improve within the limits of their capacity, 
while the higher grades may be emotionally stabilized 
and receive educational, socio-vocational training with a 
view to their return to the community as persons capable 
of self-support or at least of useful employment under 
supervision in or outside the institution. Patients are. 
moreover, encouraged to preserve and develop their own 
individualities, choosing within the limits of economic 
necessity their suits and shoes or, in the case of the girls, 
the material, color and pattern of their dresses. They buy 
their own personal toilet articles in a shop especially pro- 
vided for that purpose, with pocket money they have 
earned. Personal choice is also considered as far as possi- 
ble in allocating to the patients suitable work after ad- 
mission. 


Physical Surroundings Attractive 


The physical surroundings of the Colony are conducive 
to the happy atmosphere which pervades it. Once the 
ancestral home of a great English family, the gleaming 
white mansion, which is now the central administration 
building, is surrounded by parkland, gardens, lawns, and 
playing fields. The pleasant groups of villas, each one 
forming a happy well-run little community of its own, 


The Sacred Conference 


| gree ys the last bastion of democracy in our state hos- 
pital system is the mental hospital statt conference. 
Some institutions have returned to a hierarchical system, 
whereby the chief makes the diagnosis and disposition. 
Most state hospitals, however, still use the one-vote-per- 
doctor staff conference. 

Ostensibly this is set up to provide an exchange ol 
ideas on the principle that twelve heads are better than 
one. Actually though, it can also serve to divide respon- 


were designed to be in keeping with the surroundings. 
There is also an auditorium, which on Sundays is con- 
verted into a chapel, the sanctuary being concealed at 
other times behind folding wooden doors at the back of 
the stage. 

The nurses’ home is a modern five-story building with 
some 150 bed-sitting rooms with baths. It also contains 
day rooms, dancing and reading rooms, and a well- 
equipped lecture room. Here the student nurses prepare 
for the Royal Medical-Psychological Association exami- 
nations for their Certificate of Proficiency in the nursing 
of mental defectives. The course lasts three years, and 
candidates may start as young as 17. Some of the other 
nurses also live in. Both male and female staff members 
work a 52-hour week, with two full days off, consecutively 
if possible. 

The whole community strikes the visitor, whether un- 
sophisticated or expert, as being a highly successful under- 
taking in the training, education, socialization and 
rehabilitation of mentally handicapped persons. The 
staff bases its endeavors on understanding and leading 
the patients as individuals rather than on treating them 
as an anonymous mass of human training material. Under 
these ideal conditions, every opportunity within the 
limits of a reasonable budget is offered to the retarded 
for their training and education. So also are provided the 
nursing, medical and custodial care needed by the lower- 
grade and crippled children. 


By DR. WHATSISNAME 


sibility. If the patient commits suicide on an open ward, 
the “blame” is diffused among the whole staff, instead 
of being focused on the luckless doctor who signed the 
order. So with any error in diagnosis, prognosis or dis- 
position. 

In some hospitals, a new doctor may cast his vote as 
soon as he gets his key ring. In others, he cannot vote 
until he has concluded an orientation period. Usually, 
the idea is implicit that one doctor's opinion is as good 
as another's. While patently untrue in operation, the 
principle is difficult to attack, since democracy really 
means that everyone has the right to express his opinion. 

Sometimes the turn of the die seems to depend on the 
seating arrangment. If a strong doctor with a vigorous 
voice and a “no nonsense”’ air is seated at the chairman's 
left, and if the voting is clockwise, then the junior mem- 
bers who follow the strong doctor are likely to echo him. 

Logic would suggest that decision should be based on 
the quality of the thinking rather than upon the quantity 
of the thinkers. But the lever of logic is too weak to 
pry out the well established one-vote-per-member staff 
conference, which, while it may sometimes give a broader 
picture, may on the other hand confuse the issue or even 
end in a tie with a nurse or other non-medical staff mem- 
ber casting the tie-breaking vote. But, after all, it does 
divide responsibility. And that can be comfortable. 
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EDUCATION AS THERAPY 


By DAVID J. VAIL, M.D. 


Assistant Medical Director, Division of Medical Services 
Department of Public Welfare, St. Paul, Minnesota 


ORMAL EDUCATION has a right to assume a leading 
F place among rehabilitation techniques. The words 
of Mencius are appropriate: “What else is education but 
the recovery of good feelings that have strayed away?” 
Therapy, education, mental hygiene—can we always 
keep them separate? The human intellect, like any other 
need system, requires nourishment. This is especially 
true for the person who has lost contact with the world 
of objective reality. 

With the coming of increasingly effective therapeutic 
measures, the mental hospital psychiatrist is confronted 
everywhere by a seemingly new challenge—how to re- 
habilitate the long-term, chronically psychotic patient. 
The experience is not entirely a happy one. Paternal- 
istic attitudes require adjustment. Legislators are dis- 
mayed to find that they are being dunned for more, 
not less money—money to provide for expensive drugs 
and for rehabilitation workers of all sorts to handle 
the increased mobilization of patients. Institution work- 
ers at all levels sometimes experience frustration, antag- 
onism, or bewilderment about the changes taking place. 

The challenge is, nonetheless, too big and too exciting 
to avoid, and we welcome it. It forces us to find new 
ways to meet the emergent sufferer, to stimulate him, to 
bring him out of the chrysalis of torpor and sloth in 
which, from weariness, fear, and disgust, he has em- 
bedded himself. Reports are being published continu- 
ally of small or large scale attempts to provide the oppor- 
tunity for self-fulfillment. For example, the New Hamp- 
shire State Hospital, Concord, where the author was 
Assistant Superintendent at the time of this writing, lists 
among such new enterprises a chess club, a typing class, a 
book club and a Christmas toy repair shop. Other hos- 
pitals report projects somewhat different in content but 
closely similar in purpose.* 

Some types of activity are so widespread in popularity 
and so significantly useful that they take on the aspect 
of movements: self-government, the half-way house, and 
remotivation, for instance. Programs like these can 
sometimes be justified by proving statistically that they 
are producing an increased discharge rate and therefore 
increased economy. We feel that such justification is 
unnecessary, for the real benefit is in human dignity. 
These efforts are their own justification. 


Adult Education Program Established 


We are reporting here a program of adult education 
established at the New Harapshire State Hospital in the 
* Donnelly, John; Crotti, Luisa A., “Language Classes 
As Occupational Therapy.” Mentat Hosprrats, Jan. 
1958, p. 7. 


spring of 1957. The basic idea has been extraordinarily 
similar to that of Remotivation, * refined as a definitive 
technique quite independently at about the same time, 
and truly an important development in mental hospital 
work. Although similar in purpose and concept, the 
two types of educational approach, Remotivation sessions 
and formal lectures, have different areas of usefulness 
and interlocking advantages and disadvantages. Indeed, 
they can be used very happily in combination. 

Since its inception in 1957 the education program in 
New Hampshire has consisted of three separate courses 
(a pilot run, one series completed, and one current) of 
formal lectures presented to patients and anyone else 
connected with the hospital who cares to attend. The 
lectures have been held in the centrally-located audi- 
torium building, no more frequently than once a week. 
They usually consist of 30-40 minutes of speaking, fol- 
lowed by a question-and-answer period for the remainder 
of the hour. The courses have been scheduled to coin- 
cide with the accustomed academic year. 

The response to the ten-session pilot series, previously 
reported in MenTAL Hospitats, ** was encouraging. 
On the basis of suggestions made by patients in reply 
to questionnaires, an ambitious program of wider scope 
was planned. Experience with the pilot series allowed 
for smoother administration. The program was sched- 
uled for a convenient evening hour which did not con- 
flict with other activities. Speakers were invited from 
outside. Twenty-six lectures were presented during the 
1957-58 series, at approximately weekly intervals from 
October to June. Subject matter was arranged in blocks, 
with lectures on History, Government, Folkways, Music 
Appreciation, Arts and Crafts, Science, Hobbies, and 
Biography. Specific contents were selected which would 
be of interest to both men and women. The orientation 
of the program was “liberal” rather than “practical’—a 
calculated risk, with good results. 

The average attendance was 150 patients per lecture. 
An estimated 320 people, or approximately 20 per cent 
of the privileged and semi-privileged population, were 
reached. The women exceeded the men by a ratio of 
three to two, somewhat higher than the normal propor- 
tion in hospital population. Of those attending, 63 per 
cent came from continued treatment services. This, 
however, represents only about 7 per cent of the total 
population in continued treatment areas, thus illustrat- 


* Pullinger, Walter F., Jr. “Remotivation,’” MENTAL 
Hospitats, Jan. 1958, p. 14. 


** Vail, David J., “General Lecture Series Given for Pa- 
tients.” MentaL Hospitats, May 1957, p. 19. 


ing the need for concomitant activities, such as Remoti- 
vation, which can be conducted in situ. 


Audience Response Favorable 


The lectures were reasonably well attended by pa- 
tients from the admissions service. Their attitude was 
variable as a result of more widely fluctuating composi- 
tion, but generally was found to be slightly cavalier. This 
was in marked contrast to the deep, touching gratitude 
of the continued service patients. Some false incentives 
were observed. On the admissions service, for example, 
we discovered that patients on the convalescent wards, 
because of coverage problems, were being offered a 
choice of attending the lectures or spending this time 
on the intake wards. Another type of distortion, of wider 
implications, was that attending the lectures gave amor- 
ous patients a chance to flirt. This was occasionally 
troublesome, but was permitted as being consistent with 
a corresponding extramural situation. A particularly 
interested, although small, contingent (who gave no 
trouble regarding fraternization) attended from the ward 
occupied by male sex offenders. Attendance from med- 
ical-surgical or infirmary areas was so slight as to be 
statistically negligible. 

The most striking results cannot be evaluated statis- 
tically. The response of the patients, especially those 
from chronic services, was favorable. They looked for- 
ward to the lectures, spoke about them to the staff, and 
discussed them among themselves. On questionnaires” 


they made not only positive comments but also excellent 
suggestions for future topics. 

Two themes emerged in the response: intellectual 
fulfillment per se—satisfaction of the thirst for informa. 
tion—and gratitude at being treated with respect “like 
real people.” This could be observed nowhere so clearly 
as in the lectures themselves: the patients were respect. 
ful and attentive and asked intelligent, pertinent ques- 
tions. Many took the trouble to speak to the lecturer 
and thank him afterwards. Speakers, many of whom 
had had considerable lecturing experience, were almost 
invariably impressed with the courtesy and enthusiasm 
of the audience. The quality of the questioning, the 
amount of restlessness noted at various times, and the 
limits of tolerance were equivalent to those of any 
audience of similar size. Visual material was more in 
demand than might have been expected. 

The fundamental response, however, was to the per- 
sonality, the “pitch” or “punch,” of the speaker, depend- 
ing on his ability to project himself into his subject—in 
effect to give of himself. The anticipated problems of 
“touchy subjects” have never materialized. Specific indi- 
vidual reactions were observed. One hypomanic patient, 
for example, could for a time be counted on to make a 
spectacular, deliberately humorous, but surprisingly per- 
tinent comment to lead off the questioning; (he later 
confided: “I practiced before the bar for twenty-two 
years: I feel that I should say something because it’s 
expected of me.”) By and large untoward or bizarre 
incidents have been so rare as to be 


From darker side 
it's a window! 


From lighter side 
it's a mirror! 


In psychiatric hospitals, as in this speech clinic, you can observe 
patients without being seen: through a window that’s a mirror 
on the other side. For information on Mirropane®, the “‘see- 
thru” mirror, call your L-O-F Glass Distributor or Dealer (listed 
under “‘Glass”’ in the Yellow Pages). Or write to Dept. LM-739. 


MIRROPANE 


608 Madison Avenue 


HOW TO WATCH WITHOUT BEING SEEN 


LIBBEY-OWENS-FORD GLASS CO. 


memorable and have been for the most 
part confined to the behavior-problem 
group. 

Speakers were invited from the com- 
munity and gave their services without 
fee. The list is impressive: college pro- 
fessors, clergymen, lawyers, and other 
professionals and people of influence. 
The response on their part was appre- 
ciation at the sincere interest and re- 
spect shown them. No attempt was 
made to avoid controversial topics; the 
speakers, all laymen with respect to 
psychiatry, handled the audience 
smoothly, tactfully, and without anxie- 
ty. The program has attracted good 
notice in the community and has done 
much to cement hospital-community 
relationships. 


Intellectual Stimulation Therapeutic 
We hospital people are faced with 
the gigantic task of rebuilding at all 
levels of personality integration and 
function. This has come about because 
of increasingly effective active treat- 
ment methods which have disrupted 
| chronic disease patterns and produced 
| a proportionate demand for rehabili- 
| tation techniques. 
There appears to be therapeutic 


benefit, the awareness of which is not 
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tion. A major factor in the advanced pathology of the 
chronic psychotic is a continuing and encroaching process 
of drift and dissolution. Any measure which opposes this 
may be considered as treatment. The providing of fac- 
tual information concerning the objective world is such 
a measure. 

The therapeutic effects of an educational program 
seem to have two bases: first, the narcissistic gratification 
in having one’s intelligence flattered and in being treated 
with respect; second, the direct satisfaction—especially 
gratifying to those who, by virtue of chronic mental ill- 
ness, have tended to live in an intellectual vacuum—of 
the desire for knowledge and information deriving from 
fundamental ego needs. 


PRE-ADMISSION VISITATION PROGRAM 


In Nottingham, pre-admission visitation of psychi- 
atric patients referred for admission to the hospital 
has been carried out since 1949. This includes all geri- 
atric cases and, upon request of the local health au- 
thority, other cases as well. Visits are performed 
jointly by a psychiatrist of the mental hospital and a 
social worker of the local health authority. The latter 
is the duly authorized officer empowered to take statu- 
tory action and initiate commitment procedures. 

In addition to its many other advantages, this 
method affords the officer a means to identify those 
patients who require hospitalization in a mental in- 
stitution, as against those who are physically ill or in 
whom the real factors are social ones. The opportunity 
is also provided for arrangements to be made for com- 
munity care in suitable cases. Assessment of the total 
family situation can be carried out, and a beginning 
made in adjustment of the interpersonal family re- 
lationships. The co-operation and confidence of the 
patient is gained to a degree otherwise not possible. 
Admission to the hospital, when agreed upon, can be 
presented in its proper perspective to relatives. 

Hospitalization is arranged on a short-term basis. 
usually for four weeks or less. Provisions are made, 
when appropriate, for future short-term admissions. It 
is made clear that short-term admission can be arranged 
whenever a crisis arises. 

When community care is considered as the optimum 
solution of the problem, the social worker gets in touch 
with all relatives, and plans for visitation by health 
officers, home nurses, and for domestic help when needed. 
Attendance at the geriatric day center is arranged if 
suitable to the circumstances of the case. The social 
worker makes home calls to observe the progress of 
the patient, and instruct the relatives how to contact 
the Mental Health Department in case of emergency. 

Because patients not actually requiring hospitaliza- 
tion are cared for in the community, the demand 
for mental hospital beds, particularly geriatric ones, has 
been greatly reduced by the pre-admission visitation 
program. 

DUNCAN MacMILLAN, M.D., Physician-Superintendent 
Mapperley Hospital, Nottingham, England 


USES OF THE PAST 
VII. Architecture as Therapy, 1803-1816 


In distributing its psychiatric patients throughout the 
wards the Maryland Hospital of Baltimore, when founded 
in 1798, followed the tradition established by the Penn- 
sylvania Hospital. A new lease requiring that the insane 
be kept apart from the other patients led to the construc- 
tion in 1816 of a west wing which became known as the 
“Lunatic Asylum.” This construction was essentially the 
last for many years to exemplify the philosophy of treat- 
ing the mentally ill within the confines of a general med- 
ical hospital. Institutional care in the ensuing decades 
would follow the example of the Eastern State Hospital 
of Williamsburg, Va. 


The New York Hospital took the next step when it 
erected a special building in 1808 within the limits of the 
main grounds. A story added to the main building in 
1803 had not provided sufficient space for long; by 1805 
two new wings were proposed, one of which would be 
used for the insane. When the appropriation was ob- 
tained it was decided instead to construct an entirely 
separate building, apparently in order to classify the 
psychiatric patients better and especially to keep their 
ravings from disturbing the medically ill. The architec- 
tural design for the new building made possible the sepa- 
ration of kitchen and laundry help from the patients, so 
that only those directly responsible for care and treat- 
ment would come in contact with the ill. Two walled 
yards, in which male and female patients could be segre- 
gated, were connected with the building. Various sized 
rooms and accommodations allowed for further separa- 
tion of patients according to their financial and social 
circumstances. 


Up to 1808, therefore, the architectural movement had 
brought a separation of the psychiatric patient from the 
criminal, the pauper, and the medically ill. The next 
step—removal of the mental defective—would not occur 
until 1848, with the founding of private and state hos- 
pitals for this type of patient. The emphasis in construc- 
tion still lay too strongly on safety and secure confine- 
ment, but there was growing interest in therapy, or what 
was then called “management.” Specific design made pos- 
sible allocation of patients by sex, socio-economic status, 
and degree of illness. Increasing emphasis was being laid 
upon the diagnostic and behavioral categories. 


In 1801 Philippe Pinel recommended the following 
separations according to classifications: melancholics 
should be placed in areas facing an open and cheerful 
view of the countryside, as well as near gardens where 
they might work; maniacs should be placed in the most 
retired portion of the hospital in order to separate them 
from environmental stimuli and also to prevent their 
disturbing others; periodical maniacs should be allowed, 
during their lucid periods, to mingle with the quiet con- 
valescents. He finally emphasized that no patients should 
be exposed to the sight of degeneration as represented 
by dementia and idiotism. 


ERIC T. CARLSON, M.D. 
EVELYN A. WOODS, A.B. 
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Patients above are dancing to one of four types of record 
players used in the hospital. In addition to the table 
model on wheels shown here, there is a unit consisting 
of a wagon with one turntable and a detachable speaker. 
The hospital also has two types of hand portable models. 


British Columbia 
Maximizes 


Audio-Visual Aids 


 Cigmagoadi Provincial Mental Health Services are 

in the vanguard of psychiatric educators and 
treatment centers using audio-visual aids to project 
the often abstract message of psychiatry. The 
accompanying pictures show only a few of the uses 
made of such aids at Essondale, B.C. 


A typical nurses’ classroom with ceiling screen, speakers, 
motion picture projector and slid2 and filmstrip pro- 
jector is shown above. The speakers can also be used 
with a lapel microphone for lectures. Clinical and psychi- 
atric films, tapes and slides enhance didactic material. 


A four-channel broadcast console consisting of four radio 
tuners and turntables operates approximately 14 hours 
each day and can be received throughout the entire hos- 
pital, including the adjoining Colony Farm. A portion of 
the Long-Play Record Library is shown at the extreme left. 
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Staff members pose an illustration of how doctor-patient 
interviews are recorded on film and tape. The setup 
shown in the picture is used with a willing and cooperative 


In nice weather patients assembled on the lawn may hear 
programs of recorded music through loud speakers placed 
about the grounds. One such speaker can be seen in 
the photograph above, midway in the tree at left. Many 
of the pieces are played at patients’ requests. 


patient. Other interviews are recorded unobstrusively. The 
films and tapes provide valuable information for use in 
the treatment program and the training school. 


A member of the staff selects films from the library of 
some 250 educational films covering such subjects as 
Psychology, Medical and Mental Health, etc. Films are 
loaned to organizations such as Child Study Groups and 
Clinics, P.T.A.’s Public Schools, Social Welfare Branches. 
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FILM LIBRARY OPENS 
WEST COAST BRANCH 


The A.P.A. Mental Hospital Service Film Library is 
pleased to announce that beginning April 1, 1959, a 
West Coast Branch will be ready to handle subscribers’ 
requests for films. This additional service has been ob- 
tained through the cooperation of the California State 
Department of Mental Hygiene, whose film library will 
process the bookings. 

This will be welcome news to western members since 
it means that they will get faster service. States directly 
affected by this move are: Arizona, California, Colorado, 
Idaho, Montana, Nevada, New Mexico, Oregon, Utah, 
Washington and Wyoming. This will also mean faster 
service for hospitals in other states since prints of films 
will not be tied up in cross-country transit. Western 
members will receive a special edition of The Film Cata- 
logue with booking forms addressed to the West Coast 
Branch. 

Expansion of the Film Library seemed warranted be- 
cause it has proved to be a highly popular and useful serv- 
ice. Recent months have seen a decided increase in re- 
quests for films, revealing that hospitals are making more 
use of films. As we have learned from the film showings at 
the Mental Hospital Institutes, the chief purpose films are 
now serving is for training of nurses and psychiatric aides. 
From a number of hospitals, however, we have been hear- 
ing of some interesting other uses; i.e., using films for in- 
forming the lay public, and showing films to patients and 
patients’ relatives. A forthcoming issue of MENTAL Hos- 
PITALS will have a longer article devoted to some of these 
film programs. 

Most of the films now in the catalogue are primarily 
for training. They cover interviewing techniques, ward 
care, various therapeutic techniques, volunteers, rehabili- 
tation, attitudes of personnel, and inter-personal staff 
relationships. Some of these films, however, may be shown 
to the general public and would be helpful for interpret- 
ing the various services the hospital has to offer in helping 
its patients. Also included in the Film Library are films 
on such special subjects as alcoholism, the day hospital 
and epilepsy. The complete list of current titles includes: 
PSYCHOTHERAPEUTIC INTERVIEWING TECHNIQUES, ACTIVITY 
FOR SCHIZOPHRENIA, SEIZURE, Rx ATTITUDE, UNCONscIoUS 
Motivation, Activity Group THERAPY, MAN To Man, 
WorKING AND PLAyING TO HEALTH, Nurse’s Day WitH 
THE MENTALLY ILL, BACK To Lire, SOMEONE WHO Cares, 
A Positive APPROACH TO PsyCHIATRIC PATIENTS, OUT OF 
DARKNESS, THE HuMAN Sipe, BitteR Wetcome, Davip— 
THE PROFILE OF A PROBLEM DRINKER, BACK INTO THE SUN, 
and THe INNER MAN Steps Out. The Mental Hospital 
Service will continue to add new titles as films are re- 
viewed and deemed worthwhile for mental hospitals. All 
of these films are available to subscribers without charge 
except for postage and handling. Perforated booking 
forms are included in the Film Catalogues and should 
be sent directly to the distributing agency listed at the 
top of each form. Film orders will not be honored unless 
they are submitted on these forms. 


Two reminders for members: first, the human relations 


film, THe INNER MAN Steps Out, reviewed in January's | 


MENTAL HospirAts, is now in the Film Library waiting 
to be put to use; and, second, the Mental Hospital 
Service would appreciate receiving information from 
hospitals on how they are using films. 


CONFERENCE REPORTS 


INSTITUTE FOR SUPERVISORY PERSONNEL 


One hundred and forty participants from seventeen 
psychiatric and general hospitals in Ohio recently at- 
tended a two-day Institute for Supervisory Personnel at 
Hawthornden State Hospital, Macedonia. 

The qualifications of a supervisor as well as his train- 
ing, responsibilities, duties and position in the hospital 
hierarchy were defined anew by faculty members. The 
supervisor is the channel through which management and 
workers communicate. This task is a most difficult and 
delicate one which requires open-mindedness, flexibility 
in thinking, and leadership ability as well as technical 
competence. Emphasis was placed on the fact that un- 
derstanding is one of the most important prerequisites 
for a successful supervisor. 

A feature of the Institute was a series of supervision 
clinics in which the participants met in smal] groups 
with a member of the faculty to discuss individual prob- 
lems of supervision. Certificates were awarded the par- 
ticipants at the final luncheon at which time the group 
was told that supervision and human engineering are 
synonymous and the job of the supervisor is to provide 
leadership by developing the potentialities for coopera- 
tion of the people within the work unit. 


COUNCIL OF STATE GOVERNMENTS 
CONFERENCE ON MENTAL RETARDATION 


At their fourteenth Biennial Meeting in December 
the General Assembly of the States directed the Council 
of State Governments to disseminate the Report and 
Recommendations of the Conference on Mental Retard- 
ation which was called by the Council and held in New 
York City in November. 

Governors and legislators and other state officials are 
attempting as never before to meet the needs of the 
mentally retarded and are seeking advice and guidance 
on how best to organize effective, comprehensive state 
programs to prevent mental retardation where possible, 
to deal with it early when needed, and to provide voca- 
tionai and educational facilities in order to keep as many 
of these people in the community as possible. 

It was to assist in responding to this overriding ques- 
tion that the Committee on Mental Retardation of the 
Council of State Governments called this two-day confer- 
ence of experts from the fields of education, welfare, 
health, mental health and employment, and from state 
governments, the federal governments and the univer- 
sities. Included also were a substantial number of legis- 
lators from as far west as Oregon and California to as 
far east as Connecticut, New Hampshire, and New York. 
Out of these two full days of lectures and intensive 


sat 


= 
1.6 
99 
4.6 
‘ 


nteen 
ly at- 
nel at 


train- 
spital 

The 
it and 
it and 
ibility 
hnical 
at un- 
uisites 


vision 
yroups 
prob- 
€ par- 
group 
are 
rovide 


ppera- 


ember 
puncil 
t and 
etard- 
1 New 


Is are 
the 
dance 

state 
ssible, 


ques- 
of the 
onfer- 
>|fare, 
state 
niver- 
legis- 
to as 
York. 
ensive 


YOUR ANSWER MAY 


BE“! DON’T KNOW” 


OR “VERY SOON.” 


VESPRIN MAY MAKE 


THE DIFFERENCE 


Dosage: Usual initial dose, 100 to 150 mg. daily, in- 
creased or decreased according to patient response. See 
literature. Supply: Tablets: 10, 25 and 50 mg., in bottles 
of 50 and 500. Capsules: 100 mg. in bottles of 50 and 
500. Emulsion: 30 cc. dropper bottles and 120 cc. 
bottles (10 mg./cc.). Parenteral Solution: 1 cc. multiple 
dose vial (20 mg./cc.) and 10 cc. multiple dose vial 
(10 mg./cc.). Vesprin Injection Unimatic (15 mg. in 
0.75 cc.). 

SQuisB FES Squibb Quality the Priceless Ingredient 


SQUIBB TRIFLUPROMAZINE HYDROCHLORIDE 


+-.2_ unique halogenated phenothiazine for the management of schizophrenia, manic states, psychoses 
associated with organic brain disease, senile psychoses, and primary behavior problems in children. 


Vesprin is an agent of established efficacy and demonstrated superiority for the manage- 
ment of psychotic patients. In schizophrenia, manic states, and psychoses associated with 
organic brain disease, Vesprin controls intractable behavior patterns making patients more 
accessible to psychotherapy. Excitement, panic, delusions, hostile behavior are moderated 
to permit early insight for rapid progress into resocialization and rehabilitation. Not only 
is Vesprin your drug of choice for initial therapy, but it has proved effective in patients who 
failed to respond to other phenothiazines. 


Vesprin does not oversedate your patients into sleepiness, apathy or lethargy — and drug- 
induced agitation is minimal. It is relatively free from side effects.1-2 Skin eruptions, photo- 
sensitivity or hyperthermia have rarely been reported. Individual dosage levels are easily 
established. Intramuscular injection causes no pain or tissue irritation. Vesprin often brings 
improvement in chronically disturbed patients refractory to shock therapies and other drugs.?-4 


ANO ARE SQUIBS TRADEMARKS 


1. Goldman, D.: Am. J. M. Se. 235:67 (Jan.) 1958. 2. Morehouse, W.G., and Freed, J.£.: Monographs on Therapy 3:32 (May) 1958. 3. Leger, Y.: Union Med. Canada 87:831 (July) 1958. 


4. Bruckman, N. S.; Saunders, J. C., and Kline, N.S.:_ Monographs on Therapy 3:24 (May) 1958. 


| 
voca- 
| 
many 


discussion, the conference developed a set of recommenda- 
tions designed to assist the states in dealing with the 
following three major questions: 

1. What kind of administrative organization is re- 
quired by the states to carry out a comprehensive pro- 
gram in the field of mental retardation? 

2. What kind of legislation should our states pass to 
modernize their commitment and discharge procedures? 

3. What financial arrangements are necessary to exe- 
cute a comprehensive program? 

A complete report of the findings and recommenda- 
tions of the conference is available from the Interstate 
Clearing House on Mental Health, Council of State 
Governments, 1313 East 60th Street, Chicago 37, Illinois. 


CURRENT STUDIES AVAILABLE 


This column lists reports on investigations of interest 
to mental hospitals. Authors have agreed to make copies 
of their papers available, and requests should be sent to 
them directly, with 25¢ for postage and handling (unless 
otherwise indicated). The editor wishes to point out 
that these studies have not been evaluated by the A.P.A. 


OPERATION OF AN INTENSIVE PSYCHIATRIC 
TREATMENT UNIT IN A GENERAL HOSPITAL. 
Jesse O. Arnold, M.D., and Lincoln Lebeaux, M.D., St. 
Vincent Hospital, Worcester, Mass. 

CURRENT SALARIES IN STATE MENTAL 
HEALTH PROGRAMS—A Compilation of Salaries 
and Maintenance Schedules for Selected Personnei in 
State Mental Hospitals, Institutions for the Mentally 
Deficient and the Central Administration of Mental 
Health Programs. Published by and obtainable from In- 
terstate Clearing House on Mental Health — The Coun- 
cil of State Governments, 1313 E. 60th Street, Chicago 
37, Ill. Price of copy: $3.00. 

THE MENTAL HEALTH SITUATION IN CANADA 
TODAY. J. E. Gilbert, M.B.B.S., D.R.C.O.G., Chief, 
Mental Health Division, Department of National Health 
& Welfare, Ottawa, Canada. 

A CO-ORDINATED STATE PROGRAM FOR THE 
MENTALLY RETARDED. Peter W. Bowman, M.D., 
Med. Supt., Pineland Hospital and Training Center, 
Pownal, Maine. 

THE CONVERSION OF A CLOSED WARD TO AN 
OPEN WARD IN A GENERAL HOSPITAL. Kisik 
Kim, M.D., and Merrill T. Eaton, Jr., M.D., Univ. of 
Kansas Medical Center, Kansas City 12, Kansas. (Address 
requests of Dr. Eaton.) 

PATIENT GOVERNMENT. M. G. Jacoby, M.D., Cen- 
tral Islip State Hospital, Central Islip, N. Y. (Accepted 
for publication in the American Journal of Psychiatry.) 
PSYCHIATRIC ORIENTATION AND ITS RELA- 
TION TO DIAGNOSIS AND TREATMENT IN A 
MENTAL HOSPITAL. Mark Lefton, Ph.D., University 
Health Center, Columbus 10, Ohio. (Accepted for pub- 
lication with some delay in the American Journal of 
Psychiatry.) 

A STATISTICAL STUDY OF FIRST ADMISSIONS 
WITH PSYCHONEUROSES IN NEW YORK STATE, 
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1949-1951. Benjamin Malzberg, Ph.D., Research Foun. 
dation for Mental Hygiene, Inc., 217 Lark Street, Albany 
10, N. Y. (Accepted for publication with some delay in 
the American Journal of Psychiatry.) 


READERS’ FORUM 


You are invited to express your views on any subject, 
whether or not it has already been discussed in MENTAL 
Hospitats, in the form of a letter to the editor, for 
possible inclusion in this column. 


More on Communication 


In your December 1958 issue (p. 15), Drs. Osmond and 
Clancey vividly illustrate in their reply to our September 
1958 article (p. 25) our own statement that communica- 
tions are frequently misinterpreted. 

They said we implied that employees should be treated 
as patients. We have very strong convictions to the con- 
trary, as we pointed out in our earlier article, “The Psy- 
chiatrist as an Administrator,” in the November 1954 
issue of this magazine (p. 27): “If the employer-em- 
ployee relationship is permitted to slide into a therapist- 
patient situation the administrative job becomes hope- 
lessly complicated.” We thought we were saying in our 
Communication article that employees should be treated 
as people, implying that successful communication re- 
quires an understanding of individual differences in 
attitudes toward the sender, his feelings of security, his 
sensitivity about status, his role in the informal organiza- 
tion, etc. An administrator certainly can apply his un- 
derstanding of these factors without transforming every 
employee into a patient. It is unfortunate if we must 
choose between the two extremes of viewing employees 
either as patients or as mechanical beings who operate 
by conditioned reflex. We prefer to believe that there 
is a middle ground for administrators to occupy. 

Doctors Osmond and Clancey place great reliance upon 
formal organization and authority for the solution of 
administrative problems, including those involving 
breakdowns in communication. While we may once 
have shared this point of view, our years of experience 
in administration have convinced us that human beings 
do not always act as the organization charts dictate, and 
that the fate of an order depends more on the decision 
of the recipient than on the wishes of the ordering au- 
thority. This belief is supported by most of the literature 
on administration published during the past decade. 

The doctors also contend that “language . . . when 
used well . . . avoids ambiguity and uncertainty.” We 
envy their faith in the well-chosen word, but if they are 
correct, then we should be standing on the threshhold of 
a bright new world in which not only our administrative, 
but many of our social, economic, and political problems 
are much closer to solution than many of us believe. 

We are pleased that our article has been effective in 
bringing before your readers a discussion of basic differ- 
ences about principles of administration that exist among 
mental hospital administrators. It is encouraging that 
MENTAL Hospirats is developing into a forum for ex- 
ploring controversial issues. 


Thomas Dolgoff and Irving Sheffel, Topeka, Kan. 
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yy went out...only U returned 


If applied to an army patrol, those figures would be disas- 
trous. But—referring to schizophrenic patients discharged 
from a mental institution after years of confinement—they 
are outstanding. 


A recent follow-up study* of 67 institutionalized schizophren- 
ics, many previously refractory to other therapy, showed 
these remarkable results with Pacatal: 


23 (or 34 per cent) were able to leave the hospital. Only 6 
had to return for further treatment. 


Pacatal, unlike some earlier phenothiazine compounds, calms 
without sedating. It normalizes the thinking processes of the 
disturbed patient, yet leaves him alert and cooperative. On 
Pacatal, patients ‘‘ beeame more accessible for psychotherapy 
and integrated more easily into the group.’’* Dosage should 
be adjusted to the individual patient. Initial daily dose, 100 
mg. increased by 50 mg. every 5 to 7 days. Recommended 
dosage for hospitalized patients is 100 to 500 mg. per day. 
Literature available. 

Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. 
Also available in 2 ce. ampuls (25 mg./ee.) for parenteral use. 


*Vorbuseh, H.: Mepazine { Pacatal| in the Treatment of Psychiatrie Disorders with 
One Year Follow-up, in press. 


for normalization, not sedation 


Pacatal 
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Driver Education 


In the December 1958 issue of MENTAL HospIiTALs, page 
48, I noticed an article about driver education at the 
Owatonna (Minn.) State School. The article states that 
“As far as is known, this course is the first of its kind in 
a state school for the mentally retarded.” I feel that 
this news item is not correct, for here at Pineland Hos- 
pital and Training Center, Pownal, Me., we launched 
our program in July of 1957, received permits on October 
of the same year, presented a paper on our program at 
the Northeast Regional meeting of the A.A.M.D. on May 
of 1958, and are in the process of having our youngsters 
go through the last stage of the course. This is a regular 
licensing examination by the Motor Vehicle Division of 
the State of Maine. 


Agisilaos J. Pappanikou, Director of Education 


The Institute 


At the end of a semester, one begins to review the high- 
lights of any instructional program. The two students 
who were able to attend the Tenth Mental Hospital In- 
stitute were indeed enthusiastic about the experience. As 
a by-product of the Institute, one of them, Mr. William 
Barber, visited the Psychiatric Receiving Center in Kansas 
City, and Dr. Thomas McPartland, a member of the 
staff of that hospital, has recently made a fine contribu- 
tion to our program at the University. Such professional 
contacts are of incomparable value to students. Thank 
you for your generous assistance in making it possible 
for the students to attend the Institute. 


Carol Kahler, Ed.D., St. Louis University 


. . . I have had the pleasure of attending nine of the 
Mental Hospital Institutes. These meetings, very stimu- 
lating and enjoyable, provide an occasion to find out 
what is going on in hospitals all over the United States 
and Canada and, at times, in foreign lands. I am sure 
every hospital director or superintendent gets a great 
deal out of them in new ideas and brings many of them 
back to his own hospital or particular locality. 

I have very little to offer in the way of suggestions for 
improvements. I am not one to verbalize publicly, and 
usually prefer to sit and listen. This is one of the few 
failings in the Mental Hospital Institute. There are 
many wonderful ideas of many people who could offer 
so much but they have some misgivings about getting 
up before a large crowd and expressing their thoughts 
and ideas. Over the years it appears that the same few 
people do most of the talking. I know there has been a 
great deal of comment on this particular situation. Of 
course, it is the fault of all of us who attend because we 
should overcome our shyness and communicate, as you 
so aptly put it. To remedy this situation, smaller groups 
and more group participation would certainly be a won- 
derful thing. It has been my experience that in smaller 
groups you do get a great deal more participation. 

I was particularly interested in your idea of cutting 
the Institute short by one day. It seems that sometimes 
the men who lead the last afternoon discussion groups 
do not have a very large audience. This may not offend 
them personally, but it more or less gives them some 


26 


inkling of the fact that many of the people who attend 
the Institute may be tired or they have returned home 
because of pressing duties. Since I have always felt that 
the Mental Hospital Institute is a real working confer- 
ence, I have no objection to late afternoon or early eve- 
ning meetings to cover the subject material. 

I do not go along with the idea that this is strictly a 
meeting for the superintendents and hospital directors. 
Since all of the other disciplines are a part and parcel 
of the total treatment program I certainly would like to 
see some of the other workers have some space for their 
particular departments. I am very sympathetic to the 
Business Managers or Stewards in the fact that they have 
often pressed for more recognition. What would any 
hospital superintendent or director do without a good 
business manager? 


Wm. L. Jaquith, Dir., Miss. State Hospital, Whitfield 


BOOK REVIEWS 


CURRENT CONCEPTS OF POSITIVE MENTAL HEALTH—By 
Marie Jahoda. Joint Commission on Mental Iliness and Health, 
Monograph Series No. 1. Basic Books, Inc., New York. 136 
pages. 

Dr. Jahoda’s book is the first of a series of monographs 
which will constitute the report of the Joint Commission 
on Mental Illness and Health. It will be of widespread 
interest since the Joint Commission is a non-govern- 
mental, multi-disciplinary, non-profit organization rep- 
resenting a variety of national agencies concerned with 
mental health. The study was authorized by unanimous 
resolution of Congress and was financed by grants from 
the National Institute of Mental Health and from private 
sources. Its findings can therefore be expected to have 
widespread influence. As the first representative of this 
series, this book is an excellent omen since it combines 
high quality of scholarship with a clear and lively style 
of presentation. If the remainder of the series maintains 
this high standard, it will indeed be pleasant reading. 

Dr. Jahoda has classified current concepts of mental 
health into six major categories: 


Attitudes of the individual toward himself. 


Degree to which the person realizes his potentialities 
through action. 


Unification of function in the individual's person- 
ality. 

Individual’s degree of independence of social im- 
fluences. 


How the individual sees the world around him. 
Ability to take life as it comes and master it. 


For each of these concepts she reviews the relevant liter- 
ature, examines the implications of the concept, and sets 
forth her own logical criticisms. Further, she assesses the 
value of each concept for research and deals with theg 
vexed problem of the values inherent in these proposk-@ 
tions. 


It is obviously impossible in a short review even team 


list the topics which Dr. Jahoda covers. To this Te™ 
viewer, one of the most interesting and potentially fruity 
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for your patients who cheek” and hide tablets 


Thorazine* Concentrate...Compazine' Concentrate 


A liquid concentrate is the practical dosage form for patients who resist medication, 
for it is easily mixed with other liquids or semisolid foods. Thus, you have more 
assurance that the patient is ingesting the medication. 


‘Thorazine’ Concentrate and ‘Compazine’ Concentrate give you the 
therapeutic advantages of the two basic psychopharmacologic 
agents in the easy-to-administer concentrate dosage form. 


Available to hospitals only: 
"THORAZINE’ CONCENTRATE: 30 mg./cc., 4 fl. oz. bottles in cartons of 12 and 36 and gallon containers}. 


‘COMPAZINE’ CONCENTRATE: 10 mg./cc., 4 fl. oz. bottles in cartons of 12 and 36t. 


Smith Kline French Laboratories 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, $.K.F. 
+T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
tSpecial Hospital Packages available only to non-profit and government hospitals. 
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ful ideas set forth questions the traditional view that 
health is the absence of disease and even challenges the 
idea that positive health is on the same continuum as 
disease. She implies that health and disease are differ- 
ent entities and that the polar opposite of health would 
be non-health and that of disease, no-disease. Obviously 
then, we have to conceive that the mentally healthy per- 
son can become sick without a change in his health 
status and that the mental health of a mentally sick 
person can be measured independently of his sickness. 
These are fascinating ideas with wide implications for 
the hospital treatment of the mentally ill. 

If the book is at all disappointing, it is because it 
does no more than it promises. Many of us who have 
been anxious to see the problem of the definition of 
mental illness investigated have seized upon this book 
in the hope that it will throw some light on this area. 
Unfortunately, it does not do this and Dr. Jahoda can- 
not be criticized for failing to deal with this problem 
since it was not her mandate. However, it is to be hoped 
that the Commission will make some attempt to handle 
this dificulty before the series of publications is com- 
plete. An interesting concluding chapter to the book 
is by Dr. Walter Barton, superintendent of the Boston 
State Hospital, who writes from the point of view of a 


clinician. 


JOHN CUMMING, M.D. 


ECONOMICS OF MENTAL ILLNESS—by Rashi Fein. Joint 
Commission on Mental Illness and Health, Monograph Series 
No. 2. Basic Books, Inc., New York. 164 pages, $3.00 

Dr. Fein, an economist at the University of North Car- 
olina, and a former staff member of the President's Com- 
mission on Health Needs of the Nation, outlines the 
problems of assessing the economic costs of mental ill- 
ness and develops methods for estimating these costs. 
Dr. Fein’s application of these methods results in a very 
conservative minimum estimate of the cost of mental 
illness to the nation of the staggering sum of 2.4 billion 
dollars per year. 

This estimate is conservative because the study focuses 
on known and measurable dollar costs for the care of the 
mentally ill and on clearly defined estimates of other 
costs. Direct costs, totaling 1.7 billion dollars per year, 
include actual and estimated care expenditures by public 
and private agencies and by patients and their families, 
and the cost of publicly and privately-supported re- 
search. Indirect cost is limited to a production and 
earnings economic loss to society in the presence of men- 
tal illness. 

Excluded from this study are the costs of mental health 
programs, partly because of the problem of definition, 
and mental illness costs on which data are unavailable, 
unclear, or lacking in uniformity, and on which agree- 
ment could not readily be attained. For example, costs 
for capital construction, for training, and for care in 
institutions for the retarded are not included. 

The assumptions upon which this study is based, and 
the conservative definitions of populations and costs, are 
clearly and specifically stated. Methods are spelled out 
in detail, and Dr. Fein discusse; limitations of the data 
at length. The clinician and administrator studying 
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this volume can learn much about sound economic 
theory and practice. However, both the clinician and 
lay person reading this volume are to be cautioned 
about “lifting” Dr. Fein’s statements and conclusions out 
of context. 

While of value to all with an interest in mental health 
and illness, this volume will be particularly important 
to administrators of patient-care and mental health pro- 
grams and to those with aspirations in the field of mental 
health education. 


SAMUEL L. BUKER, Ph.D. 


PARKINSON’S LAW AND OTHER STUDIES IN ADMINISTRA- 
TION by C. Northcote Parkinson. Houghton Mifflin Com- 
pany, Boston, Mass. 1957 

Being a non-psychiatrist, Professor Parkinson does not 
say that “the amount of psychotherapy done in a given 
hospital varies inversely to the number of psychiatrists 
holding the title Chief of Service or higher,” nor does 
he, being British, use the typically American expression 
“too many Chiefs, not enough Indians.” But he does, 
being keenly perceptive and dryly humorous, bring us 
a modern example of truth spoken in jest. In a whim- 
sical way, he describes administrative practices which 
defeat the purposes for which they are designed. He 
pokes not too gentle fun at the futility, lack of inspira- 
tion and waste of manpower so characteristic of bureauc- 
racy. His experience has been in the British Admiralty 
and Colonial Service, but this reviewer has observed the 
same phenomena many times in our own government, 
and in our own hospitals. 

One has often heard old administrators recall in a 
fretful way that it seems to take many more people to 
do certain jobs today. The answer, usually in a patron- 
izing tone, is that the job is being done better or more 
comprehensively today. This I have often doubted, but 
had no other ready explanation of the build-up of per- 
sonnel, all of whom do seem to be busy. Parkinson's 
Law is a startlingly plausible answer. It says in essence 
that the more people in an activity the more time is 
spent in paper work, communication, supervision, and 
other non-productivity, and so any administrative organ- 
ization continues to grow, regardless of the amount of 
real work, if any, which it performs. 

The other essays are equally interesting, and most of 
them have significance in mental hospital administra- 
tion. The disease of “injelitance” is certainly familiar 
enough in state hospitals, and the author's pessimistic at- 
titude toward therapy may very well be justified. His 
discussion of the time spent by boards considering finan- 
cial matters is most entertaining, as is his novel theory 
concerning retirement policies. 

One is reminded of Will Menninger’s famous phrase 
“Brains instead of Bricks” by Parkinson's statement of 
the apparent negative value of building His rather 
cynical description of political methods is amusing as are 
his comments on the cocktail party, advertising for help, 
and the proper size for committees. ; 

As you may have gathered, this reviewer is highly m 
favor of Professor Parkinson’s book, but you'd better 
keep it out of the hands of your Budget Commissioner. 


GRANVILLE L. JONES, M.D. 
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HOSPITAL CONSTRUCTION: 


Arrangements with Architects and Contractors 


CHARLES E. GOSHEN, M.D. 
Architectural Study Project 
American Psychiatric Association 


_ AVERAGE LAYMAN who enters into a construction 
project has generally had much less experience in 
such matters than the professional architects and con- 
tractors with whom he has to do business. This may 
leave him at a serious disadvantage. Many legal and 
financial hazards confront him if he is not adequately 
prepared and advised before negotiating contracts. 
Following is an abstract of a guide prepared for its 
members by the American Institute of Architects and en- 
titled, “The A.I.A. Standard Contract Forms and The 
Law”, by William Stanley Parker, F.A.I.A., and Faneuil 
Adams, L.L.B. (Little, Brown and Co. 1954). This ab- 
stract is designed to give the client some of the informa- 
tion he needs before he negotiates a professional rela- 
tionship with either an architect or a contractor. 


Scope of Services Provided by Architect 


A. The client can reasonably expect the architect to 
assume responsibility for the following, although some 
of these services would actually be carried out by con- 
tractors or sub-contractors: 


(1) Necessary conferences with the client for the pur- 
pose of gaining a full understanding of the client's re- 
quirements. 

(2) The preparation of preliminary studies, working 
drawings, specifications, large scale and full size detail 
drawings for architectural, structural, plumbing, heat- 
ing, electrical and other mechanical work. 

(3) Necessary assistance in the drafting of forms of 
proposals and contracts. 

(4) The issuance of certificates of payment. 

(5) The keeping of accounts. 

(6) The general administration of the business and 
supervision of the work. 


It is reasonable to expect the architect to perform his 
services with the “skill and attention of one who holds 
himself as an architect.” Failure to exercise reasonable 
professional skill (as in the case of medical malpractice) 
leaves him liable for civil or criminal suits (the latter 
if public safety is involved) and/or loss of his fee. 

B. This general description of the architect's scope of 
responsibility is subject to the following additions and 
modifications: 


(1) The architect must be well informed of local zon- 
ing and building codes and will make suitable recom- 
mendations to the client in conformity with these legal 
requirements. 


(2) In private work the architect is free to select the 
contractor he desires but on public construction there 
are usually certain legal requirements to follow. Gen- 
erally these are of the order of requiring that the contract 
be let to the “lowest responsible” bidder. It can be con- 
sidered part of the architect’s role to make such investi- 
gations as are necessary to determine if the “lowest” 
bidder is also a “responsible” bidder. 


(3) The drafting of contracts is an important phase of 
any construction job and is often the responsibility of 
the client’s attorneys. However, the architect's advice 
should be sought, since in some cases the architect would 
be the proper person to negotiate the contract in con- 
sultation with his own attorney. 


Payments and Reimbursements to Architect 


In addition to the architect's fee agreed upon between 
the client and the architect, certain extra reimbursements 
are properly the responsibility of the client. These in- 
clude fees paid to certain other specialists (such as en- 
gineers) not specifically covered in the contract under 
the architect's services; traveling and living expenses re- 
quired by the architect to make special studies for the 
client; extra drafting expenses ordered by the client; 
extra work supervision required by the client; expenses 
due to fire occurring during construction; expenses re- 
sulting from work done which is later abandoned by the 
client as a result of change of plans, etc. 


A job may be let out under a single contract, or under 
a number of separate contracts. When the former is 
the situation, the architect usually receives a certain 
percentage of the amount of the contract as his fee. 
When the job is let out under separate contract, the 
architect often asks for an additional percentage (usually 
4%) because of the assumption that separate contracts 
require additional services, drawings, etc. from the 
architect. The various state chapters of the American 
Institute of Architects determine what is a reasonable fee 
for the architects in their particular areas. 


| | 
. 


Although an architect cannot be expected to. make 
invariably accurate estimates of the final cost of any con- 
struction, he is required to exercise reasonable profes- 
sional discretion in making his estimates. The design he 
submits to the client for approval must be of the sort 
which could conceivably be built within the limits of 
the estimated costs, otherwise he would not be entitled 
to his fee. 

Generally, the architect receives his fee at progressive 
stages of the work, 25°, usually being paid at the comple- 
tion of the preliminary studies, and monthly payments 
being made thereafter until he has received 75% of his 
total fee. The balance is then paid on completion of the 
job. The implication of such a system is this: if the pro- 
ject is abandoned at the completion of the preliminary 
study stage, the architect's fee for his part in this would be 
25% of the total if the job had been completed. Similarly, 
he is entitled to 75% of his fee if he completes all of his 
work, even though the actual construction is abandoned. 


Supervision of the Work by Architect 


In his supervision of the work of the contractors, trades 
and other professions engaged in the actual construction, 
the architect will act as the client’s representative in 
making certain that the construction conforms to the 
specifications of the contract. . 

Since the architect cannot be responsible entirely for 
the work of all the trades and services, it is assumed that 
he will exercise “reasonable supervision,” involving fre- 
quent inspections but not implying a continuous on-the- 
site supervision. The scope of the architect’s responsi- 
bility is difficult to define legally and in practice becomes 
a measure of the architect’s general professional judg- 
ment and dependability. 

Responsibilities 

1. It is the client’s responsibility to supply the architect 
with accurate and complete surveys of the building site, 
the restrictions and covenants contained in the deed to 
the property, information pertaining to sewers, roads, 
etc., and information necessary in respect to percolation 
tests, drainage tests, etc. 

2. Any documents produced by the architect, such as 
drawings and specifications are regarded as the archi- 
tect’s property, and cannot legally be used for another 
building. 

3. Both architect and client bind themselves, their 
successors, assigns, etc. to completion of the contract en- 
tered into. 

4. Contracts usually provide that any disputes between 
architect and client be arbitrated according to the 
“Standard Form of Arbitration Procedure of the Amer- 
ican Institute of Architects.” 


5. In some instances, particularly when a great deal of 
preliminary study by the architect is desired before de- 
termining the nature and extent of the building project, 
a fee-plus-cost system is used. In this case, the architect 
receives a stated fee, regardless of the subsequent cost of 
construction. In the event that the work is abandoned, 
the architect contracts to receive a partial fee which is 
proportionate to the amount of work he has completed. 
The architect should maintain accurate and complete 
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records of his work as he progresses in the event that 
such an estimate has to be made. 


Agreements Between Client and Contractor 


Three different types of contracts are recommended 
for various circumstances: 

A. Recommended form of contract when a stipulated 
sum forms the basis of payment: 

(Article 1) Scope of Work: Describes and refers to the 
working, drawings and specifications. 

(Article 2) Time of Completion: Specifies time when 
work is to start, and when it is to be completed. Penal- 
ties on the contractor for failure to complete the work 
within the time are specified. 

(Article 3) Contract Sum: This article specifies the 
amount of money to be paid the contractor plus the cost 
of extra work. 

(Article 4) Progress Payments: This item describes and 
specifies the stages in which payment is to be made. 

(Article 5) Acceptance and Final Payment: This speci- 
fies the conditions of final inspection and payment of the 
final amount of total cost. 

(Article 6) The Contract Documents: This section lists 
the various documents which are part of the contract, 
including drawings, specifications, etc. 

In addition to the six articles above, which are spe- 
cifically related to the particular project, a contract con- 
tains certain “Standard General Conditions” which in- 
clude 43 different Articles. These cover such items as: 
definition of terms, provision for signing documents, 
scope of the architect’s responsibility in respect to draw- 
ings and specifications, scope of the client’s responsibility 
in respect to surveys and permits, insurance, inspection 
of work, changes in plans, delays and extensions, extra 
work, owner's right to terminate work, certificates of 
payments, damages and responsibility for same, liens, 
subcontracts, relations of contractors and subcontractors, 
definition of the architect’s status in relation to the client, 
provision for arbitration of disputes, cleaning up after 
completion of constructions, etc. 

B. Recommended form of contract when basis of cost 
is Cost-Plus-Fee: 

The principal difference between this form and the 
first is the different method used in payment of costs. 
The same “Standard General Conditions” would prevail. 

C. Recommended Short Form for small Construction 
contracts: 

This is a greatly simplified four-page form which 
stipulates the nature of the work to be done and the 
payment for it. Because many of the variations and 
contingencies of the long form designed to protect both 
client and contractor are eliminated, it is suggested 
that the short form be used only for truly small construc- 
tion jobs where a minimum of unanswered questions 
might be expected to arise preceding completion of 
the job. 


Some Important Descriptions and Definitions 


1. Guaranty Bonds (Sometimes known also as “Surety 
Bonds,” “Performance Bonds” or “Labor and Material 
Bonds.”): These are forms of insurance which the owner 
obtains from a surety company for a fee which is a cer- 
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tain percentage of the monetary risk. The surety com- 
pany guarantees that the contract will satisfactorily com- 
plete the terms of the contract. In the event of his 
failure to do so, the company will pay the owner for any 


specify in the various contracts the requirements that the 
various contractors allow each other the freedom to do 
their part of the job without interference or hindrance. 

5. Subcontracts: The prime contractor himself gener- 


nded damages, liens, etc. ally makes contracts with other contractors (plumbers, 
2. Lien: This is an indebtedness levied by a court electricians, etc.) to carry out certain phases of the con- 
lated against a property, because of the owner’s or contractor's struction. The subcontractors are responsible to the 
failure to pay for services or materials used in construc- prime contractor but it is important that they be cleared 
o the tion. It results from a civil action brought by the claim- with the supervising architect. 
ant against the owner of the property. Liens can become 6. Arbitration: This is a way of settling contract dis- 
when troublesome legal nuisances and emphasize the fact that putes before a board of impartial experts instead of in 
enal- the owner of a property is ultimately the one responsible a court of law. In order for a case to be brought before 
work for any indebtedness incurred in construction. an arbitration board, provision for such action is usually 
3. Assignment: This is a term frequently found in con- anticipated as a term of the contract. It is generally 
s the tracts and refers to the rights of client or contractor to desirable to be represented by an attorney when appear- 
os sublet a contract to someone else. Usually, it is provided ing before an arbitration board. In selecting an arbitra- 
that no assignment can be made without the mutual tion board to settle a dispute arising over a construction 
sand | consent of client and contractor. contract, it is advisable to bring the matter before the 
e. ; 4. Separate Contracts: In addition to the principal American Institute of Architects for advice on choice of 
¥ pred contract for construction, the owner may let out other the board. The latter is generally one or three experts 
f the | contracts for landscaping, roads, etc. It is important to whose choice must be mutually agreeable to both parties. 
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<a : Under a grant from the U. S. Public Health Service, the Architec- 
ctors, tural Study Project has made a four-year study of the design, furnish- 
‘lient, ing and equipping of psychiatric treatment centers. These studies 


after have included state and private mental hospitals, day hospitals, 
children’s units, psychiatric units of general hospitals, and hospitals 


f cost for the mentally retarded. 

ae The information collected, some of which has been presented in 
costs. Mental Hospitals and at A.P.A. Design Clinics, is now available in 
revail. book form. 
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per ACCOMPANYING plans and photographs describe 
what might be called a “Do-It-Yourself” project at 
Modesto (Cal.) State Hospital. In desperate and imme- 
diate need of space for an Admissions Unit, we converted 
to this purpose a building previously used for employee 
housing. What we have done to the building is not of 
itself too remarkable—what is remarkable is the cost of 
the project. We did not ask for any special monies, but 
accomplished the conversion out of maintenance funds 
as cheaply as possible. Many of the room assignments 
were based on the need to hook on to existing plumbing 
or take advantage of existing walls and flooring. In spite 
of these disadvantages, a very workable arrangement has 
resulted and the cost was much less than anticipated. 

Since the building was remodeled by our Maintenance 
Department as almost a spare time project, it took almost 
three and one half months to complete the job; however, 
the work was well done, and regular hospital mainte- 
nance did not suffer because of it. 

Modesto State Hospital is one of fourteen hospitals 
administered under the California State Department of 
Mental Hygiene. It is of average size among these hos- 
pitals with approximately 3,000 patients and slightly less 
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AN ADMISSIONS UNIT 
ON A SHOESTRING 


By William M. O’Brien, M.D. 
Supt. and Medical Director 
Modesto State Hospital 
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than 1,000 employees. It is unique, however, among 
California mental hospitals because of its construction 
and the organization of its treatment units. There are 
approximately eighty single story buildings grouped in 
an orderly manner around the service and administration 
center. Since the entire patient population is divided 
into these eighty cottage-type buildings, no treatment 
group is larger than forty. While this situation ad. 
mittedly results in serious stafing problems, it neverthe- 
less facilitates the intensive care and ‘treatment of each 
patient as an individual. 

Recently, the Department of Mental Hygiene desig- 
nated Modesto to receive court-committed, mentally ill 
patients from eleven of California’s fifty-eight counties. 
This action accelerated the admission rate and piaced 
a serious strain on the limited facilities in the Receiving 
and Treatment Units. In order to make room for new 
admissions, patients had to be transferred from these 
units before such action was recommended. 

This situation was recognized by the administration 
which discovered further that the admission of patients 
directly from the outside to the Receiving and Treat- 
ment Units was quite disturbing both to the new admis- 
sions and to those already on these units. It was also 
found that adequate space was not available on the units 
to provide satisfactory interview rooms or to take care 
of the routine admitting processes such as fingerprint- 
ing and photographing. 


Planning Committee Recommends Reconstruction 


A planning committee was initiated and its studies 
resulted in a recommendation that one of the buildings 
close to the Receiving and Treatment Units be converted 
from employee housing to an extension of the Receiving 
and Treatment Units and be reconstructed to facilitate 
the unidirectional flow of all the routine admission pro- 
cedures. 

The building selected was originally constructed as a 
Dental Laboratory for the Army’s Hammond General 
Hospital in 1942 and served in this capacity until 1947, 


at which time the hospital was acquired by the State of 
California to relieve congested conditions existing in the 
state’s ten other psychiatric hospitals. 


Asbestos Shingles Protect Wood Construction 


Basically the building, designated as T-11, is of com- 
bustible, wood-frame construction, one story in height, 
with asbestos shingle siding and composition shingle roof. 
Outwardly, it resembles a typical Army barracks, being 
150 feet in length and 25 feet wide. Floors are of wood 
except in the toilet areas where they are concrete. The 
building is attached to the rest of the hospital on the 
west end by an enclosed walkway which leads off at 
a right angle and intersects one of the main corridors. 

The room arrangement, during the building’s Army 
career, consisted of various rooms of comparatively small 
area which were used as reception rooms, dental offices, 
treatment rooms, supply closets, toilet and bath rooms. 
Rooms were located on both sides of a central hallway 
extending completely through the length of the building 
to exterior exits at both ends. Approximately midway 
of the building a short hall connects from one side of 
the main hall to an exterior exit. 

When the State of California took over the hospital in 
1947, this building was remodeled into employees’ quar- 
ters by moving partitions, cutting new doors, installing 
new plumbing fixtures, rewiring and painting at a cost 
of $8,859 or $2.27 per square foot. 

Because of the building’s close proximity to the Re- 
ceiving and Treatment Units and its questionable value 
as employees’ housing, it was a natural choice for an 
extension of the Receiving and Treatment Units to in- 
clude all of the admission processes. 

Patients are delivered to the open end of the building 
and first enter an L-shaped lobby. They are received by 
a receptionist-secretary whose office is just off the lobby 
and looks into it over a counter. She notifies the main 
units when a new patient appears, checks the commit- 
ment documents, and starts the patient’s chart. 

Next to her office is the office of the Area Supervisor 
whose responsibilities include supervision not only of 
the Receiving and Treatment Units but of an additional 
series of units in the adjacent intensive treatment area. 

When a new patient arrives, he is released by the law 
enforcement officers to the receptionist and Nursing 
Services personnel who come over from the main Receiv- 
ing and Treatment Units. (Since our admission rate 
averages only 60 to 80 patients a month, it was considered 
impractical to assign Nursing Services personnel here on 
a permanent basis.) A supervising nurse observed that 
patients brought in in chains and cuffs who have given 
law officers a good deal of trouble, become docile and 
cooperative when their restraints are removed and they 
are turned loose in the lobby, with no bars on the win- 
dows and no doors locked behind them. 

There are two identical bathing areas on one side of 
the central hallway, one for men and one for women 
patients. Each area consists of a dressing room where 
the patient is relieved of all his personal belongings, 
which are then sent to the Marking Room for identifica- 
tion purposes or to the Patients’ Accounts Office for 
safekeeping. After the new patient has been bathed, 
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he is issued a robe and slippers, which he wears into the 
examining room. There he is given a cursory inspection 
by nursing personnel. Next to the examining room is a 
doctor's office where, if the physician assigned to the serv- 
ice is immediately available, the patient is given a 
thorough physical examination at the time of admission. 
Otherwise this may be accomplished after the patient has 
been taken to the dormitory area of the main Receiving 
and Treatment Units. 

The room next to the examining room is designed to 
handle the identification procedure which is recom- 
mended by the California Department of Mental Hygiene 
and includes fingerprinting and photographing each pa- 
tient. We have budgeted for a standard 35mm ID 
camera but presently are using a Speed Graphic set up 
on a tripod. Future plans include doing the admitting 
X-ray here also, and space has been allocated off the 
large central lobby to hold a photoroentgen or minifilm 
X-ray unit, which has also been included in the budget. 
Both the film from this unit and the photographic film 
from the ID unit will be processed in a small auxiliary 
darkroom which adjoins the X-ray room. 


Private Rooms for Bed Patients 


Additional facilities conveniently located in this build- 
ing are two private rooms for patients who need to be 
put to bed. An ambulance dock is located off the central 
lobby and serves an additional purpose by furnishing a 
convenient exit for laundry, supplies and clothing to be 
trucked to the Marking Room. 

An E.E.G. laboratory, although not a necessity for 
the admission procedure, was installed in this project 


because of an available location in the far end of the 
building. Its remodeling consisted of connecting two 
adjacent small rooms with a doorway, cutting an obser- 
vation window between them, and lining one with a zinc 
mesh screen to eliminate 60 cycle artefact and other elec- 
trical disturbances. 

The total cost of the project was $7,026.75 which in- 
cluded $4,362.91 labor and $1,463.84 materials. A con- 
tract was let for the parking lot, yet to be completed, at 
a cost of $1,200. 

Unquestionably, the most apparent change in the 
building was the conversion of the first four rooms into 
a rather spacious lobby. This was accomplished by re- 
moving all of the inside walls in these rooms, laying 
linoleum and repainting. Supervision of this area was 
facilitated by cutting a 5’ x 5’ window into the next office. 
A curved counter of formica with a ribbed plastic face 
completed this area. 

Considerable work was done in the toilet and bathing 
areas since it involved construction of an inside corridor 
between the dressing area and shower rooms in both the 
men’s and women’s sections. 

Pastel colors were used at great variance in all the sec- 
tions and the result is a warm, friendly atmosphere from 
the front door all the way through. 

The entire job will not be complete until the equip- 
ment, which required budget requests this fiscal year, is 
approved by the state legislature, purchased and installed 
next year; but by using makeshift equipment and pro- 
cedures, the building will still provide a big step toward 
making Modesto State Hospital a better treatment center 
for the mentally ill. 
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Fx for Reorganization 


By GEORGE ZUBOWICZ, M.D. 
Superintendent, Osawatomie State Hospital, Kansas 


N ORGANIZATION is not just another chart in an execu- 
A tive’s office; it is a dynamic group structure composed 
of people working together. Like a living organism it con- 
stantly faces adaption problems which are met by an 
almost continuous chain-reaction-like process of internal 
changes. The changes may be of varying degrees. They 
may be limited to a small unit, or may apply to the or- 
ganization as a whole. If the latter, a radical revision of 
administrative or executive functions may be called for. 
For example, the increase in the size of an institution 
does not simply mean an addition of personnel. It may 
mean that the goals of a certain group in the organization 
will have to be changed, added to, or even entirely 
abandoned. This will require a reorientation of person- 
nel, which may in turn necessitate a profound organiza- 
tion reconstruction. 

Regardless of its type or extent, change is usually a 
painful experience which is almost always feared both by 
those who initiate it and those who are affected by it. 
The introduction of a change is a complex problem and, 
unless it is carefully planned and cautiously introduced, 
it will not only be ineffective but could disrupt well estab- 
lished and smoothly cperating informal organizational 
patterns. This is perhaps the reason for the tendency to 
delay even the most obvious and most needed changes. 


Four Steps In Effective Change 


An effective change depends upon the mastery of all 
the phases of the process, which usually involves the fol- 
lowing steps: 

1. Definition and determination of the need for a 

change. 

2. Prevention and overcoming of resistances. 

3. Securing acceptance and cooperation. 

4. Installation of the change. 


Every change originates as an idea in someone's mind. 
Being an idea which has to be transmitted to others, it 
must first be clearly formulated in the mind of its orig- 
inator. Only precise identification of the problem in- 


volved in the change will result in the required action. 
As someone said, “a problem well formulated is half 
solved.” 

There are numerous reasons which may call for an 
organizational change. The American Management As- 
sociation compiled a list of factors which usually influ- 
ence the decision of the administrators to introduce an 
organizational change. They are: 


1. Changes in top management. 

2. Acquisition of additional physical facilities. 

3. New technological developments. 

4. Changing economic conditions. 

5. New trends in philosophy of administration. 

6. Slowness in decision-making and carrying out de- 
cisions. 

7. Frequent and serious errors in decision-making. 

8. Incompetency of supervisory staff. 

9. Poor communications. 

10. Delays in various departments. 

11. Over-decentralization or over-centralization of de- 
cision-making. 

12. Turnover, absenteeism, high sickness incidence, 
tension, overwork, under-utilization, general dis- 
satisfaction. 

13. Inter-departmental or personality clashes. 

14. Inadequate long-range planning and research, lack 
of new ideas. 

15. Poor balancing of the different departments. 

16. Staff-line conflicts. 

17. Excessive span of control. 

18. Poor control, poor compliance, lack of knowledge 
of results. 

19. Inefficient committee work. 

20. Lack of clear-cut objectives. 


Thus the executive has at his disposal a wide variety 
of reasons which may justify his idea for an organiza- 
tional change. But none of these, nor any other motives, 
can justify a change, unless it (the change) is conceived 
and interpreted in terms of what effect it will have on the 
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basic goals of the organization. A change for the purpose 
of conforming to “accepted organizational charts,” or 
simply because “other prominent organizations” proceed 
differently will not be an effective change. What's good 
for General Motors is not necessarily good for another 
organization. In short, a change for the sake of change 
alone will be but a futile effort which may create turmoil 
in the existing organizational structure. 


Personnel Attitude Determines Success 


Making a change in the organization means, to a great 
degree, influencing and modifying the existing behavior 
patterns of its members. Regardless of how good or how 
desirable the change may be, its success will depend large- 
ly on the way the people feel about changing their ways. 
If they do not understand or like the change, they will 
resist it. Therefore, every effort should be put forth into 
securing the cooperation and the willingness of the pco- 
ple to perform their tasks in the new manner. 

All too often it is taken for granted that the resistance 
to a change is a part of “human nature” and therefore 
nothing can be done about it. However, if the motiva- 
tion of the people is carefully studied, several specific 
reasons for their resistance can be found, and steps can 
be taken to prevent or to modify these feelings. To antici- 
pate and to know the reasons for resistance will help to 
meet this problem, as well as reduce or even eliminate 
many of the difficulties associated with a change. 

The reasons for resisting a change usually fall into 
three categories: a) personal, b) social, c) economic. 

a) Personal reasons: To many people a change implies 
a criticism of their behavior, their performance, or their 
way of doing things. People don’t like to be criticized. 
They become resentful and uncooperative. They may 
resist the change simply for the sake of showing that the 
“old ways are the best ways.” 

Then too, a change usually means relearning. This is 
difficult for all and perhaps impossible for some. In the 
process of relearning, people may become discouraged 
and refuse to cooperate. Besides they may feel that in a 
new situation they will be unable to perform as well as 
before. 

Good relations on the job require that each person 
be able to anticipate and thereby be prepared for the 
way others will react. The introduction of a new order 
may alter these expectations drastically. The individual 
may no longer rely on the traditional behavior which in 
the past tended to safeguard him. He may find his pre- 
dictions to be misiaken because the oid ways of doing 
things are vanishing. 

Some reasons for resistance are sometimes so trivial 
that they are apt to escape our consideration—that is, 
they seem trivial from our point of view. To the people 
affected, however, they may mean a great deal. Such 
things, for example, as being asked to share an office 
with someone, to use somebody else’s dictaphone, to be 
transferred to a building or an office further away from 
“the boss,” and so on, may appear unimportant to us, 
but some individuals will interpret these “trivialities” as 
a considerable loss in their status and prestige. This will 
affect their self-esteem, their job satisfaction and ulti- 
mately their performance. We should also be aware that 
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during the process of assimilating the new ways, people 
will inevitably misunderstand and misinterpret some 
things. What previously appeared to be quite simple now 
becomes difficult to comprehend. 

All these personal insecurities and discomforts con- 
nected with changes cause people to reject them and to 
cling tenaciously to the more comfortable status quo. 

b) Social reasons: Let us gather a few compatible peo 
ple and put them together into a meaningful, goal 
directed working situation. After a short time we will 
note that they have developed certain characteristic ways 
of performing their tasks, of solving their problems, of 
sharing their responsibilities, of arguing and cooperat- 
ing, of working and loafing, of listening and talking. 
What has occurred is a development by the group of its 
own identity, its own tradition, and its own group spirit. 
Each member of the group has contributed to this devel- 
opment in his own peculiar way. Should we remove one 
member or add a new one, the group may then lose its 
previous identity. This unique group spirit, although 
seldom fully perceived by its members, serves as a guide 
in their thinking and their actions. It provides each of 
them with an emotional crutch that assists him to en- 
dure pressures. Thus the group will instinctively try to 
perpetuate this comfortable state which affords it emo- 
tional equilibrium and a sense of security. The same 
group, under the attack of an organizational change, 
will tend to form a strong front of resistance. The resist- 
ance may become evident either in the actions of the 
group as a whole or in the attitudes of its individual 
members. 


c) Economic reasons: One of the fundamental needs 
of the working man is his need for economic security. The 
vast majority of the people work because they have to 
make a living. If the organizational change is, or appears 
to be, one which affects the economic security of the in- 
dividual, he will naturally oppose it strenuously. For 
example, changes implying possible lay-offs will create 
severe anxiety. The technological improvements intro- 
duced into the operation of an organization provoke a 
similar reaction. The man looks with distrust upon a new 
machine which is supposed to help him do his job. 
Deep down he is fearful that the device may eventually 
replace him. He may also speculate that the new method 
will lower the rating of his job with consequent reduc- 
tion in salary. 

Similarly, innovations reducing overtime work, dif- 
ferential scales, fringe benefits, and so on, directly or 
indirectly alter the economic status of the employees, 
and therefore provoke resentment. 

The causes for resistance to change which we have 
discussed certainly do not represent the complete list. 
A few were mentioned to emphasize that behind all 
resistances stand pertinent human reasons. The realiza- 
tion and understanding of this will permit us to approach 
the next phase of organizational change in a more ap- 
propriate frame of mind. 


Securing Cooperation of Organization Members 


The next step is a difficult one. It involves the task 
of securing the cooperation and the acceptance of a 
change by the members of the organization. To achieve 
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these objectives there are at least two methods of action 
which may be followed: 

1. Group participation method, and 

2. Accommodation method. 


Group participation method: Let us consider first 
group participation. The rationale for this method is 
based upon the fact that when groups or individuals 
participate in discussing, planning, and deciding the 
matters which directly affect them, they gradually iden- 
tify themselves with the problems. In the course of 
such a process, the negative forces of resistance are slowly 
converted into positive feelings of cooperation. The 
acceptance of a change by the members of a group is 
achieved because they begin to think of the change as 
something they themselves want, rather than as some- 
thing that is being imposed upon them. The decisions 
and actions conceived by the group will be enriched by 
the knowledge and the imagination of many different 
people. The results of such a process, therefore, are more 
likely to meet the needs of larger groups of people. 

The administrators who are reluctant to relinquish 
to others their “management prerogatives of decision 
making” find many objections to the group participation 
procedure. They contend, for example, that the con- 
flicting aims of the individuals or groups will preclude 
any reasonable solution. However, from many controlled 
research studies on group dynamics, we have learned that 
inviting participation in decision making, far from in- 
creasing conflicts, actually reduces their likelihood. 

At this point a word of caution is appropriate. Not 
all the needs and ideas of the group members are rel- 
evant at ali times to the purpose of the deliberations 
about the change. There is danger, therefore, that under 
such conditions the group participation may degenerate 
into endless and meaningless discussions unrelated to the 
objective topics. Some control over this process must 
be exercised. This does not mean that the group has 
to be forced or coerced into an agreement. Here the 
administrator has the delicate task of creating a suitable 
setting in which the group participation process is at 
all times focused on the issues and the problems pertain- 
ing to the change. 


Another Possible Technique 


Accommodation method: Despite the many advan- 
tages of group participation, however, the administrator 
will not always find it feasible to employ this method. 
For several reasons he may wish to retain the decision- 
making role himself. He may wish to do so if the time 
for the introduction of a change is short, if the change 
is of such a character that insurmountable resistances 
are expected, or if the change represents only a certain 
phase of a more profound reorganization which is not 
yet able to be disclosed. In these and similar instances 
the “Accommodation method” can be used. 

This method is based on the observation that any 
change will be less threatening if the people have the 
opportunity to become acquainted with and used to the 
new idea. Fear of the unknown is thereby reduced or 
eliminated. To achieve this, various techniques can 
be used. The most common one is to spread the word 
around well in advance of the installation of the change. 
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Trial runs, experimental procedures, research projects, 
etc., can also be employed, providing they contain some 
of the basic elements of the contemplated change. Thus 
the members of the organization will be somewhat ad- 
justed to the new ways when they are finally put into 
effect. 

In contrast to the group participation, the accommoda- 
tion method is more of a passive process, as far as the 
members of the organization are concerned. It consists 
of influencing people's opinions and attitudes in regard 
to the change by confronting them with selected facts 
or ideas, but without their active participation in the 
decision making. 


Other Factors To Consider 


There are other factors that must also be considered 
before the organizational change is finally made. 

Timing, for instance, is one of them. The selection 
of an appropriate moment for a change is of extreme 
importance. Regardless of how excellent the contem- 
plated change may be, it will only create an upheaval 
if it is introduced at an inopportune time. For this 
reason, it may be wise at times to postpone the reorgan- 
ization even if it seems to be most urgently needed. It 
may be more expedient to wait until some key employee 
leaves, goes on a vacation or retires. 

The administrator must also decide whether the 
change is to be introduced in its entirety or be divided 
into series of smaller changes. Usually organizational 
changes, especially the extensive ones, are made one at 
a time, although under certain circumstances it may 
be advisable to have two or more simultaneous changes 
introduced. In a way, the organizational change is like 
a surgery; if the patient is exposed to too many surgical 
procedures at one time, the result may be a permanent 
disability or even death. Thorough knowledge of the 
“physical status” of the organization, as well as the wisest 
judgment, are required of the administrator. 

The question of who will carry the main responsibility, 
or who will play the most active role during the instal- 
lation of the change must be resolved in advance. The 
administrator must decide whether he will do this alone, 
or invite the help of his supervisory staff. He may also 
want to appoint a committee for this purpose, or per- 
haps seek the assistance of a consultant. Sometimes the 
opinion of an outside expert may be all that is necessary 
to give the change the final impetus toward its successful 
conclusion. 

The need for change is one of the problems that 
faces an administrator in his striving for a perfect or- 
ganization. This endeavor is never-ending, because just 
as there has never been a perfect man, there cannot be 
a perfect group of men. Nevertheless, the administrator 
can and should bear in his mind an image of something 
that he himself considers to be a perfect organization. 
He may, if he wishes, reduce this image to the more 
concrete form of an organizational chart, bearing in 
mind, however, that again and again this “perfect chart” 
will require some sort of adjustments to meet the de- 
mands of the changing times, values, and ideas. Francis 
Bacon reminded us that “he that will not apply new 
remedies must expect new evils.” 
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Make Your Statistics Speak English 


By HENRY A. DAVIDSON, M.D. 


Superintendent, Essex County Overbrook Hospital 
Cedar Grove, N.]. 


“WW HAT’S THE AVERAGE length of stay in your hospi- 
tal?” asked the chairman of the legislative com- 
mittee. 

“Well,” I said, “it depends on whether you want the 
mean average, or the median or whether you mean the 
mode. Now if you mode the mean—I mean, mean the 
mode——”’ 

“Look, doctor,” said the legislator, “why don’t you 
make your statistics speak English?” 

Well, why not? Let’s take the basic problem first— 
how to reduce figures to handy size. You have a 2,000- 
bed hospital. Last year you spent $423,400 for food. A 
half a million is a lot of money. More than a thousand 
dollars a day. Today a thousand dollars, tomorrow a 
thousand dollars, next day a thousand dollars. It’s 
enough to make a taxpayer's flesh creep to see that end- 
less corridor of days with a thousand-dollar price tag 
on each. 

Try shrinking this to a patient-size figure. You spend 
$1,160 a day for food. For 2,000 patients that’s 58¢ a 
day each. 

Now turn to the taxpayer and say: “Could you eat 
at 58¢ a day?” Say nothing about the $1,000 a day or 
$433,000 a year. Just keep it simple: 58¢ a day. The big 
$433,000 figure hits them in the eye. But that 58¢ a 
day—that hits them right in the stomach. 


Larger Figures Have Impact Too 


Sometimes your need is the reverse. You might want 
to show how small items can have major meaning. How 
often does the patient get a “routine” physical exami- 
nation? Every four months. The inspector does not like 
this. It seems awfully infrequent: three times a year. 

But try this on for size. In your 2,000-bed hospital, 
that means 6,000 examinations a year, consuming 4,000 
hours of doctors’ time. The figure “three times a year” 
is identical with “6,000 examinations a year,” but the 
impact of the larger figure is greater than that of the 
smaller. 

Another example: You are asked why you need new 
laundry machinery. Your laundry operates 14 hours a 
day and does a thousand pounds an hour. Nothing ex- 
citing about that. But convert it into an annual figure. 
That's five million pounds! The picture of five million 
pounds of laundry, dirty, soiled, smelly, blood-streaked, 
urine-soaked, will stagger any complainant who thinks 
you don’t need new equipment. 

So the first lesson is simple: Make big numbers seem 


smaller (58 cents a day) or small numbers seem bigger 
(5,000,000 pounds a year) by using the base that has the 
most meaning to your audience. Don't let your superego 
torment you. This is not lying. It is simply arranging 
lights and shadows to bring out a better picture. 

Here’s lesson number two: Round out your figures. 
For accounting purposes you may have to write $4,568,- 
712.13. But in presenting a report to anyone but an 
accountant, it’s better to smooth it out and say “four and 
a half million dollars.” In a public address, in an ex- 
planation to a grand jury or investigating body, in a 
discussion with a legislator, it is enough to round out 
the figures so that they will be remembered. If the 
visitor from the Junior League wants to know how many 
loaves of bread your bakery produces, say (if it’s true) 
about 400,000. That’s better than 401,348. She'll remem- 
ber 400,000. She won't remember the exact figure. Also 
in the time it takes to say (or read) “four hundred and 
one thousand, three hundred and forty-eight” there has 
been a loss of cadence, whereas “four hundred thousand” 
strikes with a dramatic crash. 

If possible, give percentages to integers only, and not 
to decimals. Thus, 62.3 per cent of clinic patients were 
discharged last year. That 0.3 per cent is meaningless. 
Just say: 62 per cent. Only if the integral percentage is 
under 5 is the decimal worth including: “8 per cent of 
our patients had electroencephalographies” is just as 
good as “7.8 per cent” and a lot more meaningful. You 
might want to say “2.8 per cent” rather than “3 per 
cent,” though even there the difference is semantically 
negligible. 


Average—Stay Figures Misleading 


Length of stay figures are hard to understand. If you 
say that the average stay in your hospital is two years 
four months, this means nothing. “What's the average 
stay at your hospital, doctor?” is the query. Suppose 
you answer, “The figure would be misleading, so excuse 
me for not answering.” That sounds evasive. (In fact, 
it is evasive.) And if you say, “Iwo years, four months” 
you actually give misinformation. Here are two ways 
of handling that: 

(a) “We have two kinds of patients: seniles and others. 
Most of the seniles do not recover since, of course, old 
age is not reversible. So usually they stay here indefi- 
nitely. If you exclude the senile group, our average 
length of stay is two and a half years.” 

(b) “Some patients stay only a few days. And we have 
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some who have been here for twenty years. So an aver- 
age figure wouldn't mean much, would it? Actually, 
the average is about two and a half years, but this runs 
all the way from one extreme to another. Let me put 
it this way. If a young patient were admitted today, | 
could say to the family, ‘He has a five to one chance of 
being home, in pretty good shape, within eighteen or 
twenty months.” 

This last answer highlights another statistical gim- 
mick—one that should be used more. That is to answer 
in terms of “so many chances out of so many” rather 
than in absolute figures. 

“If you point to any patient here, there is only one 
chance in six that you've picked out some one getting 
electric convulsive therapy.” 

“When we get a patient with involutional depression, 
chances are three to one that she'll be home and well 
within a year.” 

“Except for the seniles, seven out of every ten patients 
get some kind of group or individual psychotherapy.” 

This is not only a more vivid way of expressing data, 
it is also more precise mathematically. And it leaves a 
loophole if the prediction is not fulfilled. You may 
say that in nine out of ten cases, this rash disappears 
within a week. If in the visitor's brother's case, the 
rash persisted, you can point out that this is the tenth 
case. 

The statistician will tell you, also, that this is a more 
technically accurate way of saying it. 

“In 80 per cent of the cases, this kind of patient is 
able to leave the hospital within 6 months” is technically 
better than “The average length of stay is 814 months.” 

Similarly, you can express one increase in terms ol 
another increase rather than in absolute figures. Sup- 
pose that on January | of this year you had twelve 
more attendants than you had on January | last year. 
You could become defensive and say “Our census has 
gone up, so our employee roster had to go up too.” Or 
you can take an inoffensive offensive by saving: “Our 
census is rising—in fact, last year our patient population 
mounted two and a half times as fast as our employee 
roster.” That is, you express one increase (census) in 
terms of the other (employees). When you write it that 
way, there is no need to explain the rise in the employee 
rolls. 


Staffing Ratios Informative 


Another way of accomplishing this effect is to speak 
in terms of staffing ratios rather than personnel figures 
Thus: Last year you had 2,100 patients and 11 ward 
doctors, a ratio of 192 patients per doctor. This year 
you have 2,730 patients and 14 doctors. Instead of apol- 
ogizing for the increase in physician payroll, you can 
say: “Last year we had 192 patients per doctor. Our 
situation has worsened; this year each doctor has to 
take care of 195 patients.” 

Businessmen and many administrators find it hard 
to calculate personnel needs for a round-the-clock oper- 
ation. A school administrator, for instance, will figure 
this way: We have 350 children in the school, and 10 
teachers. Therefore the ratio is one teacher per 35 
children. When you tell him you have 65 nurses in a 
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2,600 bed hospital, he simply divides 2,600 by 65. The 
quotient is 40. So he concludes that you have a nurse 
for every 40 patients. If you remind him that there 
is round-the-clock coverage, he says, “Oh, then you have 
one-third that many or a nurse for every 120 patients,” 
So you have to tell him about days off, summer vacations, 
and sick leave, by which time he is thoroughly confused. 

The most vivid way of presenting that picture is in 
terms of working hours and working stations. You'll 
have to do a little homework yourself first. Do you 
know how many hours there are in a year? Hardly any- 
body does—but a hospital administrator better have this 
at his finger tips. The answer is 8,760 hours. A 40-hour 
work week, with a three-week vacation, means 40 times 
49 or 1,960 working hours a year. (You may give the 
attendants a two-week vacation, but you probably allow 
ten or twelve holidays.) Figure out for yourself the aver- 
age number of hours an employee works in a year. 
Don’t give figures in this detail to the audience—just 
keep the data in reserve. In the example given, the 
employee works 1,960 hours. To cover a station for 
8,760 hours therefore requires 414 employees (that is, 
8,760 divided by 1,960). 

You can say it this way: “To cover one position in a 
ward requires four and a half employees. With three 
shifts a day we would, of course, need three employees 
to cover the spot—but with vacations and with the five- 
day week, we actually need four and a half.” If anyone 
challenges this you have the figures. Furthermore, you 
have made no allowance for illness—so you are actually 
understating your need. 

If you are sitting with a small group and have a black- 
board handy, you might explain it on a weekly basis. 
There are 168 work-hours in a week (that is 24 times 
seven if anyone should ask). With a 40-hour week then, 
you would need 4.2—say four and a quarter employees 
to cover a spot. And then, add another quarter for 
vacations, and you get the four and a half figure. This 
simple way of doing it usually suffices. If you get a 
compulsive heckler in the group you can let him play 
with the annual figures, but tell him to assume an aver- 
age sick-leave of 50 hours a year. He will get a total 
nearer five than four and a half—so your position will 
be strengthened. 

Hang on to this four and a half figure. When you 
open a new ward, for instance, you can ask for four and 
a half attendants for every station thus created. You 
have to approach it this way in self-defense. Business 
men find it hard to think in terms of a round-the-clock 
operation. 


Reasoning Must be Validated 


In drawing conclusions from figures you need to vali- 
date the reasoning. If you have a mathematically- 
oriented psychologist on your staff have him analyze 
your statistical interpretations. The administrator should 
be alerted to the common but subtle land-mines that 
strew the path from raw data to a final interpretation. 
For example see “Booby Traps of Medical Arithmetic,” 
American Practitioner and Digest of Treatment, Vol. 7, 
No. 10, p. 1672, October, 1956. 

A few more pointers: 
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PSYCHOTHERAPY 
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hydrochloride and 100 mg. lactose in lyophilized form, accompanied by a 10-ml. vial of sterile solvent. 
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A simple fraction, in words, is more effective than a 
numeral. Compare: 
(a) “Last year, 77.3 per cent of our patients were re- 
ceiving .. .” 
(b) “Last year, three-quarters of our patients were 
receiving . . .” 


(a) “Some 52 per cent of the patients are seen in the 
clinic after .. .” 

(b) “Half of the patients are seen in the clinic 
SOF 


(a) “And 63 per cent of the patients could be dis- 
charged within * 

(b) “More than half of the patients could be dis- 
charged within .. .” 

In each case the verbal (b) form carries more mean- 
ing (and carries it more swiftly) than the numerical 
or (a) form. 

Study the examples below. They came from a pro- 
visional draft of an Annual Report. The statistical 
tables appended to the report carried exact figures. A 
narrative summary need not include exact numerals. 
The first draft of the summary, however, did include 
exact numbers. This was edited to make the summary 
simpler, clearer and more effective. Compare the exact 
but pedestrian form in (a) with the inexact but clear, 
simple and effective form in (b): 

(a) “In 1958 we had 1,660 admissions.” 

(b) “In 1958 we admitted four or five patients every 

day.” 

(a) “Of our 1958 admissions, 795 were people over 
the age of 70.” 

(b) “Just about half of our admissions are over the 
age of 70.” 

(a) “In 1957 we discharged 685 patients, and 457 of 
these attended our follow-up clinic. On the aver- 
age, each such patient made nine or ten visits to 
the clinic in the first year after discharge.” 

(b) “In 1957, we discharged 685 patients, two-thirds 
of whom attended our follow-up clinic. Each 
patient made nine or ten visits to the clinic in the 
first year after leaving the hospital.” 

The (b) form gives a vivid picture of what each patient 
gets. The more exact form, 457 patients for 4,420 visits, 
does not convey the message unless the reader will take 
pencil and paper and figure it out. He won't. 

(a) “In 1957 we admitted 1,561 patients. During the 
same year we discharged 685 patients; and 4T2 
patients died. All but 17 of the deaths were 
among seniles, who also accounted for 47 per 
cent of the admissions. Our turnover rate among 
all patients was thus, 1,097 (deaths plus dis- 
charges) as against 1,561, a turnover of 68.5 per 
cent considering al! patients. For the younger 
age group (those under 70 at the time of admis- 
sion), there were 734 seniles and 827 others. Of 
the 827 others there were 17 deaths and 662 dis- 
charges, so our turnover in this group amounted 
to 679 separations as against 827 admissions, a 
turnover rate of 80.1 per cent, which is indeed 


gratifying.” 
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Now review this paragraph. It illustrates a number 
of common faults. The layman does not consider ter- 
mination by death a gratifying outcome, even if it is a 
sound statistical interpretation. So don’t take credit for 
deaths. Also, these raw numbers are confusing. Compare 
the edited version below: 

(b) “Senile patients suffer from illness due to age. 
As they cannot get younger, our “turnover” figures 
are based on patients under the age of 70. Last 
year we admitted 827 such patients. We dis- 
charged, as improved or recovered, 662 in that age 
group—for a turnover rate of 79 per cent—a grati- 
fying figure.” 

Readers Interested in Human Picture 


A sophisticated reader will point out that the 662 
discharged were not necessarily drawn from the 827 
admitted. However, this is true of all rates calculated 
this way and it is a perfectly proper method of ex- 
pression. (The often-quoted figures on marriage and 
divorce are subject to the same fallacy. Thus, last year 
there were 114 million marriages and 350,000 divorces. 
You will read that one marriage in 4 ends in divorce. 
This is statistically correct but semantically misleading, 
since few of the 114 million marriages in 1958 resulted 
in divorces in 1958.) Do not let this worry you. The 
statistically sophisticated reader can take care of himself. 
What you want to do is tell your story to the reader who 
is interested in pictures of human beings and not in 
indices of correlation. 

As an example, consider the following situation. A 
superintendent was addressing the quarterly meeting of 
the Board of Visitors. He wanted more attendants, espe- 
cially on night duty. He expresses his need in statistical 
not human terms, as follows: 

“Gentlemen, we have 523 attendants on our rolls. 
Of these, 233 are on the 7-to-3 shift; 170 are on the 
3-to-11 shift; and the remaining 120 are on the 11-to-7 
shift. These attendants must cover 2,086 patients dis- 
tributed among 56 wards. Of these wards, we have 14 
which house disturbed, medical, infirmary or surgical 
patients, and on the 11-to-7 shift, these 14 wards require 
4 attendants each. So on that shift, 56 of our attendants 
are absorbed by those 14 special wards. That leaves only 
64 attendants for the remaining 42 wards. Because of 
days off and vacations, it takes three attendants to fill two 
spots. So on any one night we have only two-thirds of 
64, or 42, attendants for the 42 wards. So during the 
night a single attendant has to maintain watch over an 
entire ward. And since we have 2,800 patients in 56 
wards, we have an average of 50 patients per ward.” 


Rewritten Statement Carries Punch 


He read this, and of course no one in his audience 
could follow the figures. One mistake was in identifying 
the shifts as 3-to-1l and so forth. To a hospital ad- 
ministrator, it is obvious that 11-to-7 means the night 
shift. To the Board member, however, 11-to-7 might 
mean the day shift. Another mistake was in using dead 
figures to express the human need. 

When he could get no reaction by this recitation, 
he rewrote the statement for the next quarterly meeting. 
It was shortened and clarified. He spoke of night shift 
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rather than 11-to-7 shift. Above all, he expressed the 
problem descriptively and humanly, rather than in 
numerical abstractions. He said he had the exact figures 
available if any Board member wanted to see them. 

“If you will stay until midnight, I will take you 
through our wards,” he said. “The disturbed and surgical 
wards will be adequately staffed tonight. But for the 
other 42 wards, I will have a total of 42 attendants on 
duty—assuming that no attendant is sick. And at mid- 
night, half the attendants will be having supper. If you 
will come with me, we will walk across an entire ward 
without your being able to find a single attendant. He 
will be in the next ward, trying to cover both wards 
until his alternate returns from sup- 


aptly reflects an increase. The figure has: 

Advanced; burgeoned; climbed; enlarged; expanded; 
increased; mounted; multiplied; risen; shot up; skyrock- 
eted; upgraded; zoomed. 

And for a decrease, why not say that the figure (rate 
incidence) has: 

Declined; decreased; diminished; dropped; ebbed; 
fallen off; narrowed; plunged; sunk; shrunk; skidded 
(down); slumped; subsided; tail-spinned; tumbled; 
waned. 

To communicate statistical data, you must use num- 
bers. But why not make those numbers get off the page 
and speak with the voice of authority? 


per. He will hope that no one will 
break out into panic or sickness or get 
injured in the next ward while he is 
watching his own patients. If a patient 
falls out of bed, or slips in the toilet or 
goes into panic there will be no one 
to help him.” 

That’s all. The figures that he used 
the previous quarter are in his notes 
if any one should challenge him. But 
the story is told to the Board of 
Visitors in human, not numerical 
terms. 


Synonyms Decrease Monotony 


One final suggestion. It is monoto- 
nous—and flabby—to keep writing that 
this rate increased, the incidence de- 
creased, this number increased. You 
can put pep into your production by 
using some colorful (if sometimes un- 
dignified) synonyms for increase and 
decrease. Thus: 

“In the last decade, the incidence of 
infection tail-spinned from 16 per hun- 
dred to 3 per hundred operations.” 

“Our discharge rate skyrocketed 
from 23 to 76 per hundred admis- 
sions.” 

“The utilization of hydrotherapy 
has ebbed to the point where . . .” 
“The rising tide of senile patients 


the human chair for mental patients... 


To the patient, the Royal Topeka Chair is beautiful, relaxing, perfectly 


“The popularity of the procedure 
has waned. The number of psycho- 


normal. From his viewpoint there is nothing about it that might set it 
apart. To you and your staff, it is far more than that, for it was especially 


surgical operations has plunged from 
45 during 1953 to a single operation 
last year.” 

“The mounting rate of cross-infec- 
tion has led to...” 

“Since the introduction of this pro- 
cedure, the readmission rate tumbled 
from 17...” 

Don't these italicized words pack 
more punch than the stale synonyms 
like “increased” or “decreased”? 

Here is a stock-pile from which to 
select the one happy word that most 


built to the exacting and rigorous requirements of the Topeka State 
Hospital at Topeka, Kansas — designed for the physical comfort, mental 
ease, dependable safety of your patients. 


send for free literature 


Royal Metal Manufacturing Co., One Park Ave., New York 16, Dept. 11- C 


the preferred furniture of great and growing institutions 
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ARE YOUR ADMINISTRATIVE POLICIES 


E' FRY LARGE STATE mental hospital 
should at this time be making a 
comprehensive study of the increasing 
geriatric problem as it affects the non- 
medical aspects of institutional oper- 
ation. Most estimates agree that from 
25 to 40 per cent of all present day 
inpatients of eastern state hospitals 
fall within this elderly group category. 
While some of these admissions are 
other than truly Geriatric, their prob- 
lems insofar as they concern this ar- 
ticle are similar. 
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Insure Fresh Air Atmosphere With 


Systematized Sanitation 


e Comprehensive — Thorough — 
Effective 

@ No Masking or “Sweeping Under ° 
the Rug” Methods 
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lem Areas 


WRITE FOR DETAILS 


KLENZADE PRODUCTS, INC. 


Beloit, Wisconsin 
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By HARRY A. YEATON 
Business Manager-Steward 


Westboro State Hospital, Massachusetts 


Hospitalized older citizens as a 
group usually fall within two cate- 
gories: semi-ambulatory or non-ambu- 
latory. All of these individuals require 
some quite special and other than 
ordinary considerations which have an 
wppreciable effect on budgetary allo- 
cations, purchases, maintenance, and 
staffing programs. The following spe- 
cific areas are neither all-inclusive nor 
completely covered. The object here 
is to outline portions of the problem 
ond to stimulate thought on this sub- 
ject. 

a. Clothing Purchases. A greater 
emphasis on clothing items of an 
indoor nature, such as bedgowns, 
bathrobes, slippers, shirts, trous- 
ers, dresses, and the like. Out- 
door items of wearing apparel 
such as overcoats, hats, over- 
shoes, rubbers, and raincoats, in 
most cases, will not be required 
in the same quantity for this 
group. 


b. Food. (1) Fewer hard-to-eat 
items, more soft foods, ground 
meats; many special diets such as 
diabetic, salt-free, fat-free, etc.; 
elimination of many hard-to-di- 
gest items and the offering of 
much smaller portions. 

(2) More tray service and an 
increase in the number of pa- 
tients requiring spoon feeding. 

c. Equipment. Increased quantities 
of wheelchairs, beds with casters 
and sides, Gatch beds, portable 
feeding carts, armchairs, and the 
like. 

. Maintenance. More attention to 
the interior of wards in connec- 
tion with heating facilities, heat 
loss, and drafts through broken 
windows and loose sashes; also to 
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“GERIATRIC’? 


floor maintenance. Effort must 
be made to bring toilet facilities 
closer to dormitories and day 
rooms. 

e. Staffing. Additional personnel on 
these wards to meet greater bed- 
side care requirements, increased 
housekeeping problems with lit- 
tle or no patients’ assistance, the 
dificult toileting problem, and 
the more difficult feeding prob- 
lem. 

{. Budget. In setting up the budget, 
for the over-all operation, con- 
sideration must be given to the 
percentage of geriatric patients, 
not only because of the reasons 
given above but also because of 
the necessary increase in medi- 
cal and surgical consultations, 
greater use of laboratory and 
allied supplies for blood, urine, 
and other tests, increase in X-ray 
and physiotherapy use, to men- 
tion only a few. Moreover, the 
long-range budget must consid- 
er the reclassification and reno- 
vation of wards to accommodate 
this increasing number of elderly 
individuals and to provide the 
services peculiar to their group. 


It is true, of course, that the increas- 
ing geriatric problem has not yet had 
an over-all effect on institutional pol- 
icy. However, if the present trend con- 
tinues, as appears likely, we are sure 
to run into trouble if we do not take 
steps now to revaluate and regear 
our administrative policies to handle 
the special problems relating to the 
care and treatment of the aged. When 
we consider that one-third or more of 
our total inpatient population is al- 
ready made up of these individuals, 
there can be no question of the need 
for immediate action. 
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PEOPLE & PLACES 


NEW YORK: Dr. Henry Brill, assist- 
ant commissioner of the Department 
of Mental Hygiene, is the new senior 
director of Pilgrim State Hospital. 
This position had been vacant since 
the death of Dr. Harry J. Worthing. 
Dr. Hyman S. Barahal, the associate 
director, has been serving as acting 
senior director. 

Dr. John Cumming, formerly of the 
Greater Kansas City Mental Health 
Foundation, recently became director 
of the Research Unit of the State De- 
partment of Mental Hygiene in Syra- 
cuse. 

HERE & THERE: Dr. Paul Kirch, 
former assistant clinical director at 
Columbus (Ohio) State Hospital, is 
now superintendent of the Juvenile 
Diagnostic Center in Columbus. 

Dr. David J. Vail, who until recently 
was assistant superintendent of New 
Hampshire State Hospital, became as- 
sistant medical director of the Division 
of Medical Services, Minnesota De- 
partment of Public Welfare in St. 
Paul on January 28. 

Dr. Joe M. Martin has succeeded Dr. 
W. T. Van Den Bosch as director of 
the Tippecanoe County (Ind.) Mental 
Health Center. Dr. Van Den Bosch 
entered private practice. 

Dr. Ivan F. Bennett recently joined 
the Laboratory for Clinical Research 
of Eli Lilly and Company. In addi- 
tion to supervising Lilly's clinical re- 
search program in mental health, Dr. 
Bennett will carry on an individual 
research program at the Institute of 
Psychiatric Research at the Indiana 
University Medical Center. 

Dr. Eugene N. Boudreau of Syracuse, 
N.Y., was recently elected president of 
the Guild of Catholic Psychiatrists; 
Dr. A. Vincent Gerty of Pasadena, 
Calif., was elected vice president and 
Dr. John R. Cavanagh of Washington, 
D.C., treasurer. 

Dr. Don A. Livingston of St. Louis, 
Mo., has been appointed business 
manager of the Catholic Hospital As- 
sociation. 

Miss Elizabeth A. (Betty) Keenan, as- 
sociated with Mental Hospital Service 
as editorial assistant for almost ten 
years, moved to the West Coast early 
in January to take up the position of 
director of hospital-community serv- 
ices at Morningside Hospital in Port- 
land, Ore. 
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QUARTERLY PROFESSIONAL CALENDAR 


A.P.A. ANNUAL MEETING 


1959 April 27-May 1, Municipal Auditorium, Philadelphia 
1960 May 9-13, Convention Hall, Atlantic City 


A.P.A. MENTAL HOSPITAL INSTITUTE 


1959 Oct. 19-22, Hotel Statler, Buffalo 
Oct. 19, Special Sectional Meetings 
Oct. 20-22, Plenary Sessions 
1960 Oct. 17-20, Hotel Utah, Salt Lake City 
1961 Oct. 23-26, Hotel Fontenelle, Omaha 


Other Meetings, March, April, May, 1959: 


BICENTENNIAL MEETING ON EXPERIMENTAL PsycuiaTry, Mar. 5-7, Pittsburgh 


NATIONAL AssOCIATION OF RECREATIONAL THERAPISTS, Mar. 9-12, Washing- 
ton, D.C. 


SociETY OF MepiICAL PsyCHOANALYstTs, Mar. 14-15, New York City 

NATIONAL HEALTH CounciL, Mar. 16-20, Chicago 

Assoc. FOR THE ADVANCEMENT OF PsyCHOANALYsis, N.Y. Acad. of Medicine, 
Mar. 25, Apr. 22, May 27, New York City 

AMERICAN ORTHOPSYCHIATRIC AssociaTION, Mar. 30-Apr. 1, San Francisco 

AMERICAN Assoc. OF PsYCHIATRIC CLINICS FOR CHILDREN, Apr. 2, San Fran- 
cisco 

GROUP FOR THE ADVANCEMENT OF Psycuiatry, Apr. 2-5, Asbury Park, N.]. 

AMERICAN ACADEMY OF GENERAL Practice, Apr. 6-9, San Francisco 

AMERICAN ACADEMY OF NEUROLOGY, Apr. 13-18, Los Angeles 

AMERICAN COLLEGE OF PuysiciaNns, Apr. 20-24, Chicago 

AMERICAN PsyYCHOANALYTIC AssociaTION, Apr. 24-26, Philadelphia 

ACADEMY OF PsyCHOANALYsis, Apr. 25-26, Philadelphia 

NATIONAL MENTAL HEALTH WEEK, Apr. 26-May 2 

AMERICAN ACADEMY OF CHILD Psycuiatry, Apr. 27, Philadelphia 

ASSOCIATION OF MENTAL HospiraL CHAPLAINS, Apr. 27-May 1, Philadelphia 

NORTHEAST STATE GOVERNMENTS CONFERENCE ON MENTAL Heat, April, 
Connecticut (Inquire: 1313 E. 60th St., Chicago 27, III.) 

AMERICAN PsyCHOsoMATIC Society, May 2-3, Atlantic City 


AMERICAN SOCIETY OF TRAINING Directors (Hospital Training Group), 
May 4-8, Detroit 


NATIONAL LEAGUE FOR NuRSING, May 11-15, Philadelphia 
SocieTy OF MEDICAL PsyCHOANALYsTs, May -13, New York City 
AMERICAN ASSOCIATION ON MENTAL Dericiency, May 19-23, Milwaukee 


HospitaL Association, Annual Meeting, May 30-June 4, St. 
Louis 


Dr. Daniel Blain, former medical di- 
rector of A.P.A., has been appointed 
Director of Mental Hygiene for the 
State of California. 

Dr. Kisik Kim left the Kansas Medi- 
cal Center on February | to join the 
staff of the Nebraska Psychiatric In- 
stitute in Omaha. 


Dr. Robert Spencer has been ap- 
pointed medical director of the Ter- 
ritorial Hospital, Kaneohe, Oahu, by 
the Director of Institutions in Hawzii. 
Dr. Robert P. Nenno, formerly of 
Georgetown University School of 
Medicine, Washington, D.C., is now 
professor of psychiatry at Seton Hall 
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College of Medicine and Dentistry, 
Jersey City, N.J. 

Dr. Edward A. Strecker of the Insti- 
tute of Pennsylvania Hospital died in 
Philadelphia in January. Dr. Strecker 
was a past president of the A.P.A. 

Dr. Howard V. Bair, superintendent 
of Parsons (Kansas) State Hospital and 
Training Center, Dr. Peter Bowman, 
superintendent of Pineland State Hos- 
pital and Training Center, Pownal, 
Maine, and Dr. Malcolm J. Farrell, 
superintendent of the W. E. Fernald 


State School in Boston, are the three 
U.S. members of the program com- 
mittee for the First International Med- 
ical Conference on Mental Retarda- 
tion to be held in Portland, Me., July 
27-31. 


Dr. Vestermark Cited by A.P.A. 


The American Psychiatric Associa- 
tion has presented Dr. Seymour D. 
Vestermark with a Certificate of 
Achievement based on his work at the 


When it comes to government institution requirements, 
come to Karoll’s. We know your needs and 
here’s another product to prove it! 


ANOTHER PROVEN SUCCESS! 


Saves Time, Space and Money— 


ELGIN SYKO CHEST-O-BED 


950-42 ELGIN SYKO METAL CHAIR. SYKO-TOUGH or plastic covered 
innerspring seat and cushion, plastic arm rests. 1%" square tubular frame. Height, 
31"; Seat, 19" x 21"; Floor oreo, 21” x 25%". (Available without arm rests) 


Write, wire, phone ANdover 3-0600 now for further details 


Canadien Distributors: SIMPSON'S, 45 Richmond Street, West, Toronto 1; Canada 


950-57 ELGIN SYKO BED.... . has fully 
enclosed chest foot end with two drawers. 
Provides storage space without need for extra 
clothing room. Saves mony steps for attend- 
ants. Top drawer lock controls bottom drawer. 
No-sag, security type spring bolted to corner 
lock. Height, with glides: head, 36”; foot, 
24"; width, 36”. 


INSTITUTIONAL DIVISION 


National Institute of Mental Health 
where he has served as Chief of the 
Training Branch for ten years. 


Ed. note: Word was received just 
before press time of the death of 
Dr. Vestermark on February 22. 
We can think of no better obituary 
than this citation. 


Dr. Vestermark was cited as having 
“exerted, during his assignment, a 
greater influence in the field of psychi- 
atric training than any other person. 

“For a decade,” the citation con- 
tinues, “Dr. Vestermark has, by virtue 
of his personality, his sound psychi- 
atric background, his constructive 
imagination, and his sound judgment 
in the distribution of public moneys 
made available for this purpose by the 
Congress of the United States, stimu- 
lated markedly the undergraduate 
training of medical students in the 
field of psychiatry and the further 
development of psychiatric residency 
training. Recognizing the importance 
of the ancillary disciplines such as 
psychology, psychiatric social work, 
and nursing, he has encouraged their 
development, and has promoted a 
closer relationship of psychiatry with 
the law, religion, and the _ basic 
sciences. 

“The American Psychiatric Associa- 
tion, through its officers, is proud to 
pay this tribute to one of its Fellows 
who has rendered conspicuous and 
noteworthy service to the cause of 
psychiatry.” 


Yale To Train Administrators 

A course in Mental Hospital Ad- 
ministration for a limited number of 
psychiatrists will be offered for the 
1959-60 academic year by the Depart- 
ment of Public Health, Yale Univer- 
sity School of Medicine. This twenty- 
one month course will consist of both 
academic work and field experience 
under supervision, with nine months 
in residence at the university and 
twelve months for research-disseration 
experience back on the job. Stipends 
are a possibility. 

The goal of the program is to help 
prepare psychiatrists for leadership in 
mental health programs in hospitals, 
training schools, state departments of 
mental health and community agen- 
cies. The course is designed with the 
idea that it will fulfill academic re- 
quirements necessary before admission 
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to examination for certification as a 
mental hospital administrator. Upon 
completion of the program a Master 
of. Public Health will be awarded. 
Address all inquiries to: T. Glyne 
Williams, M.D., Department of Public 
Health, Yale University, School of 
Medicine, New Haven 11, Conn. 


HAVE YOU HEARD? 


PATIENTS’ ACTIVITIES: The Di- 
rector of the lowa Commission for the 
Blind and several members of his staff 
spent a day at Glenwood State School 
to discuss a program of activities for 
blind residents and those suffering 
from visual handicaps. Very little ex- 
cept custodial care has been done for 
these patients in the past. Trained 
personnel from the Commission have 
been assigned to the School on a short 
term basis to train designated staff 
members and help them in evaluating 
cases. They will also conduct demon- 
strations with patients and assist in 
specific program planning. Talking 
books and machines as well as other 
teaching aids will be made available 
by the Library of Congress. 

Fencing has been added to the rec- 
reational therapy curriculum at Kings 
Park State Hospital, Long Island, N.Y. 
According to the staff, it develops 
agility, coordination and poise and 
seems to provide some patients with a 
necessary outlet for aggressiveness. 

An expert fencer—one of the 25 
recreational therapists employed at 
the hospital—crosses swords regularly 
with patients whose doctors have ap- 
proved this form of therapy. 

Additional activities include varsity 
teams in basketball and softball who 
participate in a league with neighbor- 
ing institutions such as Pilgrim State, 
Northport VA and Central Islip State 
hospitals. 


CONSTRUCTION of the first unit of 
the Northeast Florida Hospital is now 
in its final phase. The 26 buildings of 
this unit are expected to be completed 
by June but patients will probably 
not be accepted until September, since 
the 1959 Legislature must appropriate 
funds for operation of the hospital. 
This initial unit will provide space 
for 500 beds, with gradual expansion 
planned to accommodate some 2,000 
patients. Plans have also been made 
for the construction of residences for 


medical staff as well as a 24-bed nurses’ 
home. 


STATISTICS: In 1956, 98% of all 
psychiatric patients were in govern- 
ment controlled hospitals, according 
to statistics gathered by the American 
Hospital Association. Of 4,406 gen- 
eral hospitals reporting that year, 976 
said they admitted psychiatric pa- 
tients. 

Also in 1956, according to the Amer- 
ican Nurses’ Association Research and 
Statistics Unit, there were 3,189 va- 


cancies for full time professional 
nurses in 326 psychiatric hospitals. 

A substantial increase in special 
classes for mentally retarded children 
in New York State public schools has 
been achieved in the past two years, 
according to a spokesman for the De- 
partment of Education. There are 
now 276 school districts providing 
1,502 classes, including 95 for the se- 
verely retarded. Over 21,000 children 
are now being trained in special 
classes. 


ANOTHER PROVEN SUCCESS! 


] ecquats 4 more! 


A leading government institution 
administrator says: “The 10 Syko 
Mattresses we bought in December 


1954 show hardly any signs of wear 


after constant use. In this period we 
would have used at least 40 of our 
regular hair filled mattresses —and 
an equal number of mattress protectors. Since then we've ordered 


122 more Sykos and plan to equip all of our 1,500 beds with 


Syko Mattresses. It is my firm belief that Sykos are the answer 


famous mattress. That's 


SANITIZED 


That's typical of comments from 
many users of this deservedly 


Practically Indestructible — they pay for themselves! 
Self Protective — save cost of additional covering! 
Easily Washed — save hours of attendant’s time! 
Write, wire, ‘phone ANdover 3-0600 for details. Do it now! 


to any mental institution’s mattress problem.” 


why we say—§-_ 


IS YOUR BEST BUY! 


INC. INSTITUTIONAL DIVISION 
32 North State Street, Chicago 2, a. 
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“D ] Clinically confirmed 

epr O im over 2,500 
documented 

case histories 


CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 
without stimulation 


> restores natural sleep 
> reduces depressive rumination and crying 
® often makes electroshock unnecessary 


Alexander reports 57% recovery within 
an average of eight weeks.’ 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 


& does not adversely affect blood pressure 
or sexual function 


& causes no excessive elation 
produces no liver toxicity 


does not interfere with other drug therapies 


° this dose may be grad- 
Deprol is unlike central nervous stimulants ually increased up to 


3 tablets q.i.d. 
Lan does not cause insomnia pine 
Composition: Each 


& produces no amphetamine-like jitteriness tablet contains 400 


mg. meprobamate and 


does not depress appetite 
e nzila TO- 
has no depression-producing aftereffects 
HCl). 
can be used freely in hypertension and 
in unstable personalities : 50 scored tablets. 


1, Alexander, L.: Chemotherapy of depression—Use of meprobamate combined with benuctyzine (2-diethylaminoethy! benzilate) 
Pranee-wnne hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current personal communications; in the files of Wallace Laboratories. 


Literature and samples on request i’ WALLACE LABORATORIES, New Brunswick, N. J. 
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RATED FIRST 

T ih 
FOR TRANQUILIZING EFFECT 
IN HOSPITALIZED PSYCHIATRIC PATIENTS, Miltown has demonstrated great 
usefulness in relieving anxiety and tension.'* 

In tranquilizing effect Miltown has been found superior to phenothiazine 
derivatives and Rauwolfia products.' However, its anti-psychotic effect is less 
pronounced than that of the other drugs." 

On the other hand, combined with an effective anti-psychotic preparation, 
Miltown becomes “extremely valuable in alleviating the overactivity, tension, 
excitement and anxiety of the psychotic.’’? 

An added advantage of Miltown is relaxation of skeletal muscle, not 
obtained with most other tranquilizers. 

References: 1. Barsa, J. A.: Am. J. Psychiat. 115:79, July 1958. 2. Graffagnino, P. N., Friel, P. B. and Zeller, W. W.: 
Connecticut M. J. 21:1047, Dec. 1957. 3. Hollister, L. E., Elkins, H., Hiler, E. G. and St. Pierre, R.: Ann. New York 


Acad. Sc. 67:789, May 9, 1957. 4. Pennington, V. M.: Am. J. Psychiat. 114:257, Sept. 1957. 5. Tucker, K. and 
Wilensky, H.: Am. J. Psychiat. 113:698, Feb. 1957. 


Available in 400 mg. scored and 200 mg. + ® 
sugar-coated tablets. Also available as 
MEPROSPAN* (200 mg. meprobamate 
continuous release capsules). TRADE MARK 


meprobamate (Wallace) 


Fy WALLACE LABORATORIES, 


New Brunswick, N. J. 
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